


The Therapeutic Gazette 





Whole Series 


Vol. L DETROIT, MICH., SEPTEMBER 15, 1926 


Third Series 
Vol. XLII, No. 9 








Original Articles 





Hemorrhage—Antepartum and Postpartum’ 
BY J. O. ARNOLD, M.D., F.A.C.S. 


Obstetrician to the Samaritan Hospital, Philadelphia 


It is manifestly impractical to undertake 
within the time limits of this symposium any 
abstract discussion of either one of the two 
big subjects you have assigned me, much 
less of both of them. 

With your permission, therefore, I shall 
briefly cite some recent cases of hemorrhage 
in pregnancy and labor, the diagnosis and 
treatment of which, I trust, will prove of 
some interest and value to the general 
physician. 

I. My first case is a woman, who in the 
ninth month of her second pregnancy sud- 
denly had an alarming flow of blood when 
she attempted to go to the toilet about 2 
o'clock in the morning. When I saw her a 
half-hour later she had undoubtedly lost a 
considerable quantity of blood, and was 
still bleeding, though not so freely while 
quiet in bed. 

She complained of severe, sharp, localized 
abdominal pain, which had been going on 
for six or eight hours, but which she did 
not think was labor pain, and for which, 
therefore, she had not bothered to call a 
doctor. 

Upon examination, I found a definitely 
localized area of very marked tenderness 
and pain over the upper right region of the 
enlarged uterus. Uterine contractions were 
noticeably rigid, and frequent or continuous 


in type. 


1Read in a symposium on “Hemorrhage,” North End 
Medical Society, Philadelphia, Pa. 


Rectal examination revealed a thick, un- 
dilated os, with none of the characteristics of 
placenta preevia. 

The peculiarly sharp, almost constant lo- 
calized pain, the abnormally rigid hyper- 
sensitive uterus, and the sudden escape of 
a rather large amount of blood, made plain 
the diagnosis of “accidental hemorrhage”— 
concealed hemorrhage which, after several 
hours, had finally broken through and es- 
caped, and which could only have come from 
a partial detachment of a normally situated 
placenta. 

From the nature of the pain, the length 
of time after the pain began before the 
hemorrhage was revealed, and the rather 
large amount of blood that escaped at once, 
it seemed reasonable to conclude that the 
area of detachment was not small, and that 
it was probably in the central or upper part 
of the placenta, and therefore treatment 
must necessarily be radical and prompt, or 
the child’s life at least would certainly be 
forfeited. 

Both mother and child were yet in fairly 
good condition, but both showed the effects 
of hemorrhage, and especially were the fetal 
heart sounds alarmingly feeble by the time 
the patient reached the hospital a short 
while later. 

Immediate Czsarean delivery resulted in 
saving the baby in the very nick of time. It 
appeared exsanguinated and lifeless as I 
handed it to an assistant, but much to our 
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surprise it was resuscitated, and gave no 
further trouble. 

Both mother and child went home in good 
condition on the twelfth day—a result that 
fully justified the immediate radical treat- 
ment. 

The operation also verified the diagnosis. 
The placenta was in the upper right region 
of the fundus, directly under the seat of 
severest pain, and had been largely detached 
by the bleeding, which had evidently begun 
in a small central area, and had increased 
hour after hour, until the accumulated blood 
had forced its way down behind the mem- 
branes to its final escape in quantity at the 
external os. 

There are two or three points of practical 
interest that should be especially noted in 
this case: 

1. The emphasis it places upon the im- 
portance of teaching the laity—our ob- 
stetric patients especially—to heed and 
promptly report unusual pain of any kind, 
any time during pregnancy. And, of course, 
this applies even more emphatically to bleed- 
ing of any kind. 

2. The demonstration of the very great 
importance of immediate response on the 
part of the physician to all calls where un- 
timely pain or bleeding is reported. 

3. The point in differential diagnosis, that 
painless bleeding late in pregnancy is prac- 
tically always from placenta previa—“un- 
avoidable hemorrhage” ; while sudden hem- 
orrhage, preceded or accompanied by more 
or less severe, localized pain, with excessive 
uterine tenderness, rigidity, and tonic con- 
tractions, is undoubtedly “accidental hemor- 
rhage”—abruptio placente. 

II. In another case, the patient was near 
the end of the seventh month of her second 
pregnancy, when she was brought to the 
hospital in labor and in hemorrhage. 

She had a history of bleeding off and on 
for three or four months, usually after some 
heavy work or unusual exertion, and oc- 
casionally accompanied with rather severe 
pain, which pain promptly subsided, how- 
ever, when she remainéd in bed. 

' Nearly twenty-four hours before her ad- 


THE THERAPEUTIC GAZETTE 





mission to the hospital she began to have 
mild labor pains, and fairly free bleeding. 
Labor progressed slowly; the bleeding con- 
tinued, but was not alarming; and she did 
not even consult a doctor until she had what 
she called a “big hemorrhage,” when she was 
sent at once to the hospital. 

When I saw her shortly afterward the 
bleeding had somewhat subsided, and her 
condition, while not good, was not particu- 
larly bad. She was in fairly hard, active 
labor, with pains every five to eight minutes. 

The child appeared relatively small, but in 
spite of this fact (and this was a significant 
diagnostic point) there was not only no 
engagement after twenty-four hours of 
labor, but the head was off to one side, 
making practically a transverse presentation, 
as if the failure of the head to engage had 
resulted in an attempt to change about and 
try the breech. 

The fetal heart sounds were audible, but 
not strong. Rectal examination (the only 
kind ever allowable in such a case) showed 
but little dilatation of the os, the membranes 
intact, and the vagina filled with blood clots. 

The diagnosis, of course, was placenta 
previa, although the history was atypical in 
some respects. 

The type of bleeding, the absence of any 
continued, unusual, or localized pain, and 
especially the very evident obstruction to 
the pelvic inlet, which would not permit the 
engagement of even a small head, all argued 
for the correctness of this diagnosis. 

As in the previous case, delivery by Cz- 
sarean section seemed the only safe method 
of treatment. 

This conclusion was based on (1) the 
poor condition of the child—premature and 
weak from loss of blood, therefore not able 
to stand any other method of delivery; 
(2) the fact that there was no engagement ; 
(3) that there was but little dilatation; and 
(4) that there was reason to believe the. 
placenta largely covered the os, and would 
therefore bleed excessively with further 
dilatation. 

The operation again verified the diagnosis. 
The placenta was found on the anterior wall 

















of the lower half of the uterus, effectually 
blocking the pelvic inlet by shortening the 
anteroposterior diameter to the extent of 
the placental thickness. The os was almost 
completely covered. 

Under such conditions the delivery of a 
living child, with so little additional hemor- 
rhage that the mother’s pulse did not show 
it, and the rapid recovery that permitted her 
discharge from the hospital by the twelfth 
day, certainly justified the treatment by 
Cesarean section. 

III. Still another bleeding patient came 
under my care only a few days ago. After 
being in normal labor five or six hours, she 
was reported by her nurse to have had a 
sudden gush of several ounces of blood re- 
sembling the escape of amniotic fluid when 
the membranes rupture, but the nurse felt 
reasonably sure it was pure blood, and that 
the membranes had not ruptured. When I 
saw her shortly afterward I found her flow- 
‘ing moderately, and in fairly active, normal 
labor, with the head engaged, the os rela- 
tively thin, the membranes intact, but dilata- 
tion less than half complete. 

It was quite evident, of course, that there 
had been a sudden escape of accumulated 
blood. In other words, a “concealed hemor- 
rhage” had occurred in the early hours of 
labor. Now this could only have come from 
the premature separation of a portion of the 
placenta, and it seemed logical to conclude 
that this area of separation was on the lower 
margin of the placenta, else the amount of 
accumulated blood would have been much 
greater by the time it broke through, and 
there would probably have been a peculiarity 
of the labor pains that would have attracted 
attention. 

It also seemed reasonable to conclude that 
this detached lower margin was not near 
the os, or the bleeding would have shown 
earlier in the labor. 

The child was yet in good condition, but 
risks to its life from further placental sep- 
aration, very likely to take place as labor 
progressed, seemed unjustifiable under the 

circumstances. 

I therefore had this patient at once anes- 
thetized, and after gradually and carefully 
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completing dilatation manually, did forceps 
delivery, with perfectly satisfactory results 
for both mother and child. 

These results justified the somewhat un- 
usual and potentially dangerous treatment. 
(There is always danger in manual dilata- 
tion.) Examination of the placenta verified 
the antepartum diagnosis. There was a 
clearly marked area of about four square 
inches of detachment on its lower margin. 
It is altogether probable that labor could 
have continued to a normal termination 
without further -detachment or danger to 
mother or child, but one could not know 
this before delivery, and therefore would 
not have been justified in taking the risk. 

IV. My fourth patient with antepartum 
hemorrhage was a young primipara, and had 
reached about the middle of her eighth month 
of gestation. Six weeks ago she had, for the 
first time in her pregnancy, three or four 
days of painless bleeding resembling her 
normal menstruation. She did not call a 
doctor, for she had been told that men- 
struation often does occur in pregnancy, 
and that there is no need to bother about it. 
Two days ago she began to flow again in a 
similar manner, and was likewise uncon- 
cerned about it. At six o’clock last night, 
however, she had a “real hemorrhage, flood- 
ing everything,” and continued to flow more 
or less freely until brought to the Samari- 
tan Hospital about two hours later. She 
was then almost pulseless and exsangui- 
nated, and her condition appeared extremely 
bad. Dr. Alesbury, in charge of my ward 
service, quickly cleaned ‘away the blood 
clots, and, finding the os thick and but little 
dilated, he at once packed the vagina with 
gauze—around the cervix but not in it—as 
tightly as it could be packed without an 

anesthetic. In the meantime, hypodermoc- 
lysis and other restoratives were being ad- 
ministered. 

The uterus was contracting, but was not 
at this time in active or painful labor, nor 
did the packing bring on labor later, as it 
usually does. Fortunately, this treatment 
completely controlled the hemorrhage, 
which did not recur while the packing re- 
mained in place. 
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The patient reacted unusually well, and 
after eighteen hours appeared to be in con- 
dition to warrant delivery. 

The child, of course, was dead—always is 
after such a hemorrhage—but even so 
Czesarean section was unquestionably the 
safer thing for the mother. She already had 
had two big hemorrhages, and a third would 
undoubtedly prove fatal. By no other 
method than Czsarean could we hope to 
accomplish delivery without this further, 
fatal bleeding. 

Nor did we feel safe in waiting longer 
for more complete recovery, as was sug- 
gested. Labor might at any time become 
active, producing more dilatation and con- 
sequently more hemorrhage. To leave the 
packing longer in place was to favor infec- 
tion; to attempt to remove and replace it 
was to invite the dreaded third hemorrhage. 

If one’s “obstetric sense” was to be 
trusted, now was the time to act, and 
Czesarean section was the method of action. 
Ethylene gas was the anesthetic, preceded 
by morphine and atropine. 

There was very little loss of blood, and 
she stood the operation remarkably well. 
The child was relatively large, and would 
not have been easily delivered by the normal 
> route. It had already begun to macerate. 

The placenta was on the lower anterior 
wall of the uterus and extended completely 
over the os. 

(Later.—In the ten days since the above 
report, this patient has made a rapid recov- 
ery, and is about ready to go home.) 


So much for antepartum bleeding. I 
have dwelt on this part of my subject, be- 
cause it is my belief that at the present time 
antepartum hemorrhage occurs more fre- 
quently, and is more apt to be overlooked 
and neglected by both patient and physician, 
than postpartum hemorrhage. 

There are undoubtedly more lives lost 
from the former than from the latter. 

This does not mean that we should relax 
in the least from our fairly well worked-out 
and successful methods of preventing seri- 
ous postpartum hemorrhage, but it does 
indicate, it seems to me, the necessity for 
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closer study and attention, for more pains- 
taking efforts at differentiating, and. for 
more prompt and radical methods of treat- 
ing all forms of antepartum bleeding. 

Now, probably the best thing that I can 
say about postpartum hemorrhage, in the 
few minutes left to me, is that the methods 
for its prevention have been so decidedly 
improved, and so much more widely 
adopted, that its occurrence is rather rap- 
idly decreasing in frequency. 

This is true not only in hospital experi- 
ence, but among men in general practice as 
well. 

Calls for assistance in this once dreaded 
complication are far less frequent than 
formerly. 

I would have to go back a comparatively 
long time to get even one case of alarming 
postpartum hemorrhage to report here to- 
night with these four very recent cases of 
antepartum bleeding, whereas in former 
years such calls and such cases were not 
at all uncommon. 

This means, of course, that the profession 
at large is giving greater attention to the 
care of the pregnant woman, and to the 
management of her labor; bringing her up 
to the task of labor more nearly “physically 
fit,’ and so conserving her energies in 
labor that she is much less likely to have 
postpartum inertia, and atony and hemor- 
rhage. 

And there has certainly been great ad- 
vancement also in what might be called the 
prophylactic therapeutics of labor. I have 
only time to mention the more reliable pre- 
parations of ergot and pituitary extract we 
have now, and the far more efficient and 
effective methods of using these prepara- 
tions. For instance, the intramuscular ad- 
ministration of these two very valuable 
agents has in itself insured certainty and 
promptness of therapeutic action that was 
never known in the past. 

Then there is undoubtedly a more wide- 
spread knowledge of the physiology and 
mechanism of placental separation and ex- 
pulsion, and consequently more intelligent 
and less dangerous efforts at manual assist- 
ance in the third stage of labor, and this has 














most decidedly reduced the incidence of 
postpartum hemorrhage. 

In our own pretty carefully watched up 
experience, covering a good many years and 
including a try-out of a number of different 
procedures, we have come to rely rather 
confidently on (1) ergot (intramuscularly) 
the moment the baby is born (or if much 
anesthetic has been used, even three to five 
minutes before it is born, if we are reason- 
ably sure of completing its delivery in that 
time )—assuming that we shall thus obtain 
its maximum effects when most needed, at 
the end of the third stage, some ten to fif- 
teen minutes later—we are never afraid of 
locking up the placenta; (2) pituitrin the 
moment the placenta is delivered (or earlier, 
if tardiness in uterine contraction is antici- 
pated, or is apparent)—to sensitize the 
uterus and make it more immediately and 
effectually responsive to the ergot already 
given; (3) Credé compressions to be made 
only after the uterus has sufficiently rested 
and reacted, and has gone through several 
contractions and relaxations, and then only 
during a contraction. If for any reason 
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(such as an unusually exhausting labor, 
prolonged anesthesia, or a history of hemor- 
rhage) we fear the possible failure of the 
above measures, then (4) the empty uterus 
is immediately elevated into the abdominal 
cavity (held up, instead of held down) and 
compressed between the two hands—ex- 
ternally—one making suprapubic pressure 
from below, and the other counter-pressure 
over the fundus. 

As pointed out many years ago by Dick- 
inson of Brooklyn, this maneuver not only 
helps to control postpartum bleeding by 
putting the broad-ligament vessels on the 
stretch, but gives a much better two-hand 
opportunity to make effective compression. 

A repetition of the pituitrin intramuscu- 
larly and hot gauze to the cervix are some- 
times required, and, extremely rarely, the 
Trendelenburg position and the hot uterine 
pack. 

We are no longer afraid of postpartum 
hemorrhage, but there are still serious prob- 
lems in the reduction of mortality from 
antepartum hemorrhage. 


4149 N. Broap STREET. 


Blood Changes After Mercurochrome Injections 
Intravenously 


BY SAMUEL ORR BLACK, M.D. 
Mary Black Clinic, Spartanburg, S. C. 


The dye, mercurochrome-220, is a sub- 
stance the result of experimentation car- 
ried on in the laboratories of Johns Hop- 
kins University, by Hugh Young, his asso- 
ciates, and representatives of the United 
States Government. Twenty thousand dol- 
lars or more of the expense was borne by 
the Federal government. 

Since Young’s memorable publication 
appeared, reciting almost miraculous results 
from the use of the dye, medical men the 
country over have used it with a varying 
degree of satisfaction. 

In the Mary Black Clinic it has been used 





during the past four months with the fol- 
lowing end results: 

Case No. 5421. Male, aged 54, with 
history of suprapubic cystotomy for ure- 
thral stricture at Johns Hopkins Hospital in 
1898, and again at the University of Vir- 
ginia Hospital in 1921. For the past thirty 
days he had been bothered with frequency, 
burning, and the passage of thick purulent 
urine. 

On October 3, 1925, he was admitted to ° 
the hospital with urinary retention and a 
concomitant toxemia, with a blood-pressure 
of 160/90. Urethra was entered by bougies 
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and gradually dilated to take soft-rubber 
catheter. Urine showed cloud of albumen, 
hyaline and granuluar casts, and great quan- 
tity of pus. Despite all efforts: his condition 
became worse during the next five days, 
and on the fifth day, his temperature having 
risen to 102°, pulse 120, and white blood 
count to 16,000, he was given 20 cc. of 
1-per-cent solution mercurochrome-220 with- 
out definite benefit, and on the third day 
thereafter he died. 

Case No. 5597. Male, aged 52, with a 
badly swollen and infected left hand, thumb, 
and index-finger, pus exuding from several 
points, a red streak extending up forearm 
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throughout the night, and a diarrhea’ the 
next morning. 

On the second day after the injection his 
hand looked better, and the swelling was 
less. Temperature was normal, where it 
remained throughout his stay-in the hospi- 
tal. Unquestionably he received marked 
benefit from the dye. 

Case No. 5624.° Male, aged 50, peri- 
nephritic abscess. Refused operation, until 
overwhelmed with toxemia and _ sepsis. 
Drainage was done through lumbar incision, 
but temperature varied from 100° to 105° 
for days. Finally he was given 21 cc. of 
the dye solution, which precipitated a hard 





















































| Before | am RR oe Second Day Third Day | Fourth Day 
N i 

Re Re.3,).'. is 4.5 [38|-4.5 5.0 5.5 5.0 5.2 4.6 4.5 4.5 4.4 
W.B.C .| 18,600 ¢ 18,800 | 22,000 | 25,000 | 12,000 | 15,000 | 12,800 | 13,000 | 11,200 | 12,400 
Hemoglobin... . . 85% | &| 85% | 92% | 95% | 95% | 95% | 9% | 90% | 85% | 85% 
|. are 78% |8| 88% | 89% | 82% | 86% | 84% | 82% | 80% | 71% | 78% 
Lymphocytes (S).| 21% 10% 7% 13% 11% | 12% | 15%} 14%} 22%) 2% 
Lymphocytes (L)} 1% |=| 2%| 4% | 5%| 3%| 4%] 3%| 6%| 5%| 2% 











the next three days. 


Chart showing blood changes four, eight and twelve hours after mercurochrome, and then twice daily for 
Patient No. 5597-A. 





and arm almost to the shoulder; tempera- 
ture, 100°; pulse, 110. Patient looked sick. 
White blood count 18,000; polys 78 per 


~ 
reaction, with temporary improvement for 
several days. A week later he developed a 
basilar meningitis, from which condition he 

















cent. Culture showed staphylococcus died. 
aureus. The hand and arm were treated Case No. 5689. Female, aged 18, with an 
ee Before | = ft sth 12th Second Day Third Day Fourth Day i 
tration | * 10a.m.| 4pm. | 10a.m.| 4pm. | 10am.| 4pm. 
ae. <.2: a4 |x] 43 | 45 | 47 | 45 | 43 | 45°] 43 | 38 | # 
eee 12,600 F 21,000 | 27,000 | 30,800 | 19,200 | 15,600 | 12,600 | 12,600 | 8,300 § 
Hemoglobin.....} 85% | | 85% | 90% | 93% | 95% | 90% | 90% | 90% | 83% 2 
Wii occa 78% |8| 94% | 95% | 96% | 88% | 86% | 82% | 79% | 75%| 
Lymphocytes (S)| 18% B 4%} 5% | 3% 7% 4%) 18% | 18% | 22% 8 
Lymphocytes (L)| 4% |*| 2% 1% | 5% | 4%| 5%| 3%] 3% « 






































Chart showing blood changes four, eight and twelve hours after mercurochrome, and then twice daily for 


the next three days. 


with hot bichloride dressings and the patient 
was given 20 cc. of 1-per-cent mercuro- 
chrome. Four hours later he had a hard 
chill, followed by nausea and vomiting 


Patient No. A-5689. 


acute arthritis, right knee; a purulent 
vaginal discharge; a positive blood “G.C.” 
fixation test and a vaginal smear which re- 
Patient had been sick 


vealed gonococci. 
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seven days when admitted to the hospital, 
and had a temperature of 99.6° to 100.4°, 
some swelling of joint, with exquisite ten- 
derness and inability to bend joint on 
account of pain. She was treated in the 
usual manner for one week without im- 
provement, and was then given 18 cc. of a 
1-per-cent solution of the dye. Three 
hours later she began a hard reaction with 
vomiting, following through to the next 
afternoon. Temperature subsided, the 
swelling lessened, and pain disappeared to a 
certain extent. She was definitely improved, 
but refused another injection, which we 
believe would have helped her even more 
than the first. 

Case No. 5701. Female, aged 19. Ar- 
thritis (acute) of left shoulder and elbow. A 
thick, purulent vaginal discharge, positive 
for gonococci, and a positive blood “G. C. 
fixation.” Joints swollen, exquisitely tender, 
very painful on motion, and an afternoon 
temperature of 100.4°. On the second day 
after admission patient was given 20 cc. of 
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which originated in the last joint of the ring 
finger, and which traveled up the tendons 
till it reached the palm. The finger and 
hand had been “lanced” several times before 
he was admitted to the hospital. Ordinary 
institutional treatment for five days failed 
to produce an improvement, and he was 
then given 20 cc. mercurochrome 1-per-cent 
solution at 1 p.m., and at 5 p.m. he was in 
the midst of a marked reaction, which pro- 
duced during the night a recurrence of an 
acute asthmatic attack, which he had not 
previously had for twenty years. Within 
forty-eight hours the discharge ceased, the 
hand began to look better, his pain subsided, 
and he again began to eat and to sleep with- 
out anodynes, and in two more days left 
the hospital, saying that the mercurochrome 
had cured him. 

Case No. 5828. Male, aged 30. On De- 
cember 24, 1925, he was shot through the 
right thigh. One hour later antitetanic 
serum was administered and an antiseptic 
dressing applied to the wound of entrance 














Btcod Couut Pema : ith sth jath Second Day Third Day Fourth Day 

tration ne 10a.m. | 4p.m.-| 10am. | 4p.m. | 10 a.m. | 4 p.m. 
R.B.C.........] 45 |,8] 45 | 50 | 5.1 47 | 43 | 45 | 45 | 47 | 46 
W. B.C.........| 13,000 |e | 19,200 | 18,800 | 23,600 | 14,000 | 10,000 | 10,006 | 10,000 | 10,000 | 9,800 
Hemoglobin... .. 85% E 90% | 95% | 95% | 90% | 90% | 90% | 90% | 90% | 90% 
SS Sees 66% |5| 88% | 983% | 98% | 85% | 77% | 62% | 66% | 71% | 60% 
Lymphocytes (S)} 20% |8| 8%} 4%| 4% | 8%| 17% | 20% | 20% | 25% | 34% 
Lymphocytes (L)} 5% |=| 4%] 3%| 38%|1 7%| 6%| 9%1 5%| 4%1 6% 









































Chart showing blood changes four, eight and twelve hours after mercurochrome, and then twice daily for 


the next three days. 


the dye solution, followed by mild reaction, 
but with definite decrease of pain and sore- 
ness and an increased arc of motion. Four 
days later she was given a second injection, 
which was followed by a more pronounced 
reaction and definite clinical improvement 
which took place so rapidly that in six more 
days the pain, swelling and soreness had all 
gone and she could freely move her arm in 
all directions. 

Case No. 5822. A physician, aged 54, 
with a badly swollen, infected and discharg- 
ing right hand, the result of an infection 


Patient No. A-5701. 


and exit. Normal convalescence for one 
week, at the end of which time he developed 
terrific headache, pain in back of neck and 
down the spine. This persisted for four 
days and nights, sufficiently intense to re- 
quire ice-caps and morphine repeatedly. 
Temperature gradually rose. Meningitis 


was suspected, and spinal puncture was per- 
formed, but the fluid showed no evidence 
of meningeal involvement. Twenty cc. 
mercurochrome solution were administered ; 
a hard reaction followed, and the second 
day thereafter the patient was much im- 
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proved. Five days later, however, there 
was evidence of an abscess forming in the 
thigh. This was later opened, after which 
the patient made an uninterrupted convales- 
cence. 

Case No. 5832. Male, aged 18. Chronic 
osteomyelitis of left femur (lower one- 
fourth). He was operated upon December 
16, 1925, with normal convalescence till 
January 20, 1926, when he developed a 
chill, high fever, and an acute spreading, 
intense erythematous eruption around the 
edges of the operative scar. Patient was 
acutely ill on the following day, and the 
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clinic. On the day preceding her admission 
she had had a chill, with the onset of much 
pain behind the ear and beneath the angle 
of left jaw, and a rising temperature. When 
first seen her white cell count was 21,400, 
polys 87 per cent, and her urine showed but 
a faint trace of albumen and no casts. 
For the two days immediately following 
her registration in the hospital she became 
progressively worse, with headache, pain 
below the ear, a rising temperature, an in- 
creasing leucocyte count, yet without evi- 
dence of cervical abscess formation. At 
this stage a spinal puncture was made. The 














Blood Count Pm. a 4th Hour 8th Hour 12th Hour 
3) 

_<_* aS 3.9 o 4.2 4.2 4.4 
a 11,300 SS 20,500 23,400 26,000 
Hemoglobin....... 70% P 10% 75% 78% 
PR Ss. oN pwc 84% £ 87% 88% 88% 
Lymphocytes (S). . 8% g 4% 6% 6% 
Lymphocytes (L).. 5% E 3% 2% 6% 
Other cells........ 3% 2 6% 4% 0% 
Urea nitrogen. .... 27 mgms. 39. mgms. 37 mgms. 35 mgms. 




















Chart showing blood changes four, eight and twelve hours after mercurochrome, including urea nitrogen. 
Patient No. 5832. 


usual treatment for erysipelas was immedi- 
ately instituted. On the third day he was 
given 15 cc. of mercurochrome solution at 
noon, and by midafternoon he was having 
a fine reaction. The following morning he 
had a rather severe diarrhea, but the tem- 
perature had dropped to normal, where it 
had persisted. The wound looked better, 
the erythema was noticeably less, and the 
young man apparently was no longer ill. 
The result was almost miraculous. Two 
days later, however, his temperature again 
rose and he complained of much pain and 
soreness in the upper one-third of the thigh. 
In the afternoon of the third day he was 
given a second mercurochrome injection 
with a reaction similar to the first, and he 
has remained well since. 

Case No. 5837. Female, aged 24, with a 
history of acute tonsillitis which had sub- 
sided four days prior to admission to the 


manometer reading was 20, the fluid was 
somewhat turbid, the cell count was 2800 
per field—culture revealed the pneumo- 
coccus. She was given 20 cc. of mercuro- 
chrome without any decided reaction. Her 
temperature remained around 104°, and 
pulse ranged from 22 to 28. Two days later 
her condition was unimproved, and the sec- 
ond dose of the dye was given intrave- 
nously 11 a.m. At 2 p.m. she had a slight 
chill; temperature dropped to 101°. She 
felt better and looked brighter for several 
hours, but dissolution set in at about 10 
P.M., and at midnight the end came. 

From the accompanying charts it will be 
seen that there is a definite and marked 
increase in the leucocyte count. It begins 
within four hours and increases to the 
twelfth, when it reaches its maximum, after 
which it slowly falls back to normal. 

In addition to the leucocytic change, it 
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will be seen that there is a definite increase eight and twelve hours after the injection 

in the number of erythrocytes as well as a_ of the dye, we found a heavy cloud of albu- 

decided rise in the hemoglobin content, both men and many casts, where previously 

of which reach their peak at about the time there had been none, or at most but little, 

the leucocyte count is the highest. except in case No. 5421, which is self- 
In specimens of urine examined four, explanatory. 
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Chart illustrating drop in temperature and pulse after mercurochrome. 
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CONCLUSIONS. 

1. Mercurochrome, to do the most good, 
must be followed by a decided reaction. 
_ 2. It is definitely an irritant to the kid- 
ney, as evidenced by the presence of casts 
and albumen after its injection into the 
vein. 

3. It is a substance of tremendous poten- 
tiality. 

4. It produced an increase in the hemo- 





THE THERAPEUTIC GAZETTE 


globin, in the ted blood cell and the white 
blood count in every case in which we used 
it. The rise was noticeable within four 
hours and continued through the twelfth 
hour, after which recession usually set in. 

5. We will continue its use, in selected 
cases, until our series has become suffi- 
ciently large to enable us to judge with some 
accuracy as to the results to be expected 
from its use. 





Chronic Indigestion—Etiology, Diagnosis and 
7 Treatment™ 
BY JOHN M. FLUDE, M.D. 


Pittsburgh, Pennsylvania 


There is no more common complaint than 
chronic indigestion, as diagnosed by the 
patient himself. The patent-medicine drug 
store pays a goodly portion of its rent from 
the sale of remedies for chronic indigestion, 
and the use and abuse of old-fashioned bi- 
carbonate of soda keeps many sufferers 
from seeking medical attention until patho- 
logic conditions are firmly established. 

Chronic indigestion may be divided into 
two classes—those caused by intragastric 
conditions and those caused by extragastric 
conditions. It is not the purpose of the 
writer to deal in this paper with any of the 
intragastric conditions, and in his experience 
these intragastric conditions are much more 
rare than the text-books lead one to believe. 

The etiology of most chronic digestive dis- 
orders may be explained by two factors: 
first, ptosis, and second, bacterial infection. 
It is not necessary that a patient carry his 
abdominal viscera on a wheelbarrow in 
front of him for a condition of ptosis to 
exist, and it is sometimes difficult to suc- 
cessfully demonstrate that such a condition 
is present. Ptosis was first clearly described 
in 1885 by Glenard when he found that 46 
per cent of patients undergoing a cure at 
Vichy had the condition which subsequently 
was given his name. His original concep- 


*A paper read before the. Allegheny County. Medical 
Society. 





tion of enteroptosis was probably erroneous 
in that he attempted to explain that it was 
an evidence of malnutrition secondary to a 
functional disorder of the liver. Kemp! 
from a study of statistics reports that 20 to 
25 per cent of women suffering from diges- 
tive disturbances have movable kidneys and 
enteroptosis, and that males are affected 
much less frequently, the incidence in them 
being only 2 to 3 per cent. These are the 
marked cases. Many milder cases go un- 
recognized. 

The causes of this condition are obscure; 
the writer prefers the following classifica- 
tion: 

A. Congenital—this being the only way 
in which the occurrence in the very young 
may be explained. 

B. Acquired—under which may be men- 
tioned: (1) The habit as regards posture; 
(2) Constriction at the waist-line by corsets, 
belts, etc. (3) Loss in weight from various 
causes, as reducing. (4) Lack of proper 
exercise. All these produce lack of tone in 
the muscles of the abdominal wall. What- 
ever may be the primary cause of this con- 
dition, the writer believes that pathological 
conditions are produced chiefly by means of 
interference with the proper blood supply 
of the various abdominal organs involved. 
This blood supply is furnished by the 
branches of the abdominal aorta with 




















their accompanying veins and the portal 
system. The mechanism involved is prob- 
ably produced by traction of the ptosed or- 
gans on the blood-vessels, which for the 
most part run in the suspensory ligaments. 
Disturbance of the sympathetic system prob- 
ably plays a very important part also. For 
example, the gall-bladder normally is at an 
angle of 45 degrees to the upright axis of 
the body, and in prolapse of the duodenum 
there is a strain on the common bile duct 
and the cystic duct is kinked. The hepatic 
artery also runs in the hepatoduodenal liga- 
ment, which may interfere with the blood 
supply of the stomach, duodenum, gall- 
bladder, and liver, since this vessel supplies 
parts of these organs. 

The question of bacterial infection is one 
quite difficult from an etiological standpoint. 
Infection of the upper gastrointestinal tract 
most commonly occurs as thé result of the 
repeated swallowing of infected material 
from the nose and throat, mouth, and bron- 
chial tubes. This is well illustrated in the 
history of many cases where digestive trou- 
bles began after an attack of  tonsillitis, 
bronchitis, pyorrhea, or gingivitis. Ascend- 
ing infection by the colon bacillus is too 
well known to require discussion. Whether 
this bacterial infection of the duodenum, 
gall tract, liver and possibly pancreas oc- 
curs along the lymph channels, by the blood 
stream, or by means of direct contact be- 
tween the infected material and the mucus 
membrane does not matter. 

The symptom group presented by these 
cases is rather confusing in that there are 
evidences of several conditions usually 
present. Keith* mentions most of them as 
symptoms of ptosis alone, which they may 
well be, for it is the prime factor in their 
production. He classifies the symptoms.as 
circulatory, gastric, nervous, and intestinal. 
Under circulatory he mentions one fact 
which I have found to be quite common, 
namely, relief from discomfort when assum- 
ing the horizontal posture. There is usually 
a poor appetite and a feeling of discomfort, 
which may vary from a sensation of fulness 
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to one of actual distress after eating. Dizzi- 
ness is quite common. Nausea is common 
in recent cases. Vomiting is rare. Our 
national disease, constipation, is very com- 
mon, and because of its frequency I am 
tempted to consider it as one of the most 
important etiologic factors of the abdominal 
ptosis. One other symptom worth mention- 
ing is the presence of a continually coated 
tongue and a heavy odor to the breath. 

In the diagnosis it is important to exclude 
gastric ulcer, carcinoma, duodenal ulcer, 
and gall-stones. The usual method of pro- 
cedure with regard to a careful history and 
physical examination is followed. Special 
points in the physical examination are: the 
careful search for the primary source of 
bacterial infection, paying particular at- 
tention to the sinuses, which should be 
transilluminated, the nasopharynx, tonsillar 
region, and the teeth. Particular attention 
should be paid to the condition of the gums. 
There often is present a gingivitis, which 
can only be found by careful examination. 
The abdomen is the next high spot in the 
physical examination. The determination of 
ptosis depends almost entirely on the exam- 
ination of the patient in the erect posture. 
The examiner stands behind the patient and 
lifts the abdominal contents with the hands 
placed immediately above the pubes. A sen- 
sation of relief is very evident to the patient. 
Of the more complicated and highly tech- 
nical procedures, such as percussion, trans- 
mission of the waves of a tuning-fork, dis- 
tending the stomach with air or gas, little 
need be said except that they are untrust- 
worthy unless in well-trained hands. Pal- 
pation often reveals tenderness in the right 
upper quadrant, which is intensified by hav- 
ing the patient breathe deeply. This tender- 
ness I believe is due to inflammation in the 
duodenum and gall-bladder, and I do not 
believe they can be differentiated. Tender- 
ness is sometimes encountered around the 
umbilicus and in nearly every case over the 
sigmoid colon in the left lower quadrant. 
Tenderness is occasionally found in the 
right lower quadrant in those cases in which 
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the appendix has not already been incrim- 
inated and sacrificed in an effort to cure the 
trouble. 

Laboratory diagnosis is by far the most 
important. Examination by means of the 
test meal—the stomach function—is inter- 
esting but not usually necessary, and yields 
little information which cannot be gained 
from the symptoms and from the #-rays. 

Cultures are taken from the nasopharynx, 
tonsillar region, and around the teeth. The 
sputum is cultured in cases of bronchitis. 
Using the Lyons technique the duodenal 
tube is passed and the stomach washed, and 
the washings saved for examination. The 
finding of food remnants, or strongly posi- 
tive tests for blood, immediately places the 
case as one of intragastric pathology, and 
it must be dealt with in a different manner. 
It is very common to find regurgitated bile 
in the fasting stomach. Lyons believes this 
to be pathologic if the tube was easily passed 
and is due to a disturbance of the pyloro- 
duodeno-biliary mechanism. After the 
stomach is cleaned the tube is allowed to 
pass into the duodenum. The duodenum is 
washed and the washings examined for 
occult blood, digestive enzymes, cells, etc. 
Cultures are taken, the number depending on 
the conditions found. Magnesium sulphate 
solution is instilled and the resulting flow of 
- bile is cultured. 

Careful x-ray examination is vitally neces- 
sary for evidence of intragastric pathology 
and for the reflex disturbances of the stom- 
ach arising from secondary infection of the 
duodenum and gall tract. This will be found 
present in most cases. It is rather difficult 
to have our roentgenologists prove the diag- 
nosis of ptosis except in far-advanced cases. 
One must use his own judgment as far as 
this is concerned. Careful examination of 
the urine, including even culture of a 
catheterized specimen in the more serious 
cases, should be made. Microscopic exam- 
ination of a meat-free diet stool will reveal 
the presence of many undigested food par- 
ticles and pus cells. The occult blood test 
is often positive. A complete blood count 


and Wassermann is routine. 
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The diagnostic features will usually be 
composed of the following : 
1. Chronic bacterial infection of naso- 
pharynx, oral cavity, teeth, duodenum, and 
the biliary passages, with a possible exten- 
sion into the liver and pancreas. The or- 
ganisms usually found are the streptococcus 
viridans and hemolyticus, staphylococcus, 
and, in the duodenum occasionally, the colon 
bacillus. There have been many criticisms 
as to the reliability of finding bacteria in 
the duodenum. The speaker subscribes to 
the opinion that the healthy duodenum is 
sterile. I believe this can be proved by the 
frequency with which one gets sterile cul- 
tures taken from this area even in diseased 
cases, the first two or three specimens show- 

ing no growth and the fourth positive. 

2. Many intragastric conditions arise as 
secondary manifestations. There may be 
any of the following: hyper- or hypochlor- 
hydria, gastric atony with some degree of 
chronic dilatation, chronic catarrhal gastritis, 
achylia gastrica, pylorospasm, etc. I would 
like particularly to emphasize the all too fre- 
quent diagnosis of “gastric neurosis” and 
“nervous indigestion” as clinical entities. 
I do not believe that they exist. 

3. Chronic duodenitis with chronic func- 
tional disturbance at least of the gall-bladder 
and ducts. 

4, Chronic colitis of somewhat varying 
degrees. 

All of these conditions occur with a vary- 
ing degree of ptosis. The speaker firmly 
believes that the etiologic factors enumerated 
here are the prime causes in the production 
of many cases of diabetes mellitus, hepatic 
cirrhosis, cholelithiasis, and may even have 
a very important part in the etiology of per- 
nicious anemia. 

The treatment consists first in the removal 
of all foci of infection where possible. 
Autogenous vaccines are made from the 
combined cultures and administered at three- 
to five-day intervals. A proper fitting, suit- 
ably designed abdominal support is pre- 
scribed and directed to be worn constantly. 
Exercise to strengthen the abdominal mus- 
cles is important in connection with this. 
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The diet is temporarily modified to exclude 
all fried and fatty foods, highly seasoned 
foods, and eggs. Patients are directed to 
eat four meals a day of a small amount, 
thereby correcting what I believe to be a 
common cause in the production of gastrop- 
tosis-—an stomach. Tea 
coffee are forbidden on account of the nerv- 


overloaded and 


ous symptoms. The colon, which may be 
either spastic or atonic, is treated with a 
series of colonic irrigations, using normal 
salt solution. This should be done by a 
competent nurse and continued until the 
irrigations yield normal fecal contents and 
a comparatively small amount of mucus. 
Also a most important method of treatment 
is duodenal intubation and drainage of the 
bile tract as practiced by Dr. Lyons. This 


is continued until the character of the 
material recovered indicates normal bile and 
the symptoms improved. The surgeons say 


that once a gall-bladder is infected it can- 
not be improved by this method. But how 
can surgery hope to clear up a condition by 
the removal of only one of several second- 
arily infected organs when no attention is 


usually paid to the primary cause? 
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SUMMARY. 


First, extragastric causes of chronic di- 
gestive disturbances are more common than 
intragastric ones. 

Second, the etiology of these extragastric 
conditions is usually ptosis plus bacterial 
infection, which is secondary. 

Third, the symptom group is not charac- 
teristic. 

Fourth, laboratory findings frequently 
show that the same organism is recovered 
from the duodenum as is found in the nose 
and throat or the colon. This with the #-ray 
findings usually fixes the diagnosis. 

Fifth, abdominal support is vitally neces- 
sary for the successful relief of ptosis, the 
fundamental cause of the condition. 

Lastly, duodenal drainage relieves an in- 
flamed or infected duodenum and gall tract. 
Autogenous vaccines are valuable aids in 
Together they 
constitute the best we have as specific treat- 
ment for the condition. 


eradicating the infection. 
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The Use of Yatren in Amebic Dysentery 


BY JOHN FUNKE, M.D. 


Atlanta, Georgia 


In our haste to appear in print, state- 
ments are sometimes made which might just 
as well have been omitted. It is very 
likely that most writers have expressed 
views which later should have been re- 
tracted, and I imagine that the few who 
have escaped belong to a class that do not 
write. 

Yatren is an iodo-oxyquinolin sulphonic 
acid compound. 
yatren in the 
happy, but as the substance was 


Early with 


first 


experience 


few cases was very 
applied tc 
somewhat 
modified, although I feel that it has an im- 
portant place in the treatment of amebic 


dysentery. In all probability it will in a 


other cases the happiness became 


large measure replace ipecac, and according 
to my results is considerably superior to 
stovarsol. 

The drug can be given per rectum in the 
form of a high enema, per os, and intra- 
venously. The first is the most satisfactory 
to effect a cure. \ 

The treatment is carried out in the eve- 
ning as follows: First, give a cleansing 
enema of about two liters of warm water 
containing a drachm of bicarbonate of 
sodium and a drachm of sodium ‘chloride 
to the liter. Whether the addition of papain 
has any value in getting rid of the mucus, 
I am unable to give satisfactory informa- 
tion. About two hours after the cleansing 
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enema has been expelled, the drug in 200 cc. 
of warm water is introduced as high as 
possible and retained all night. When yat- 
ren is added to the water at about 80° C., 
effervescence occurs and the solution as- 
sumes an almost sunset-red tint. The first 
and second nights the patient receives 5 
gms.; the third and fourth, 6 gms. ; the fifth, 
t? gms.; the sixth and seventh, 8 gms.; the 
ninth, 9 gms.; the tenth, eleventh, twelfth, 
thirteenth, and fourteenth nights the pa- 
tient receives 10 gms. Rest for seven days, 
and then give seven doses of the last con- 
centration used. 

Most patients will experience little diffi- 
culty in retaining the substance all night, 
during which time considerable absorption 
will take place and the drug can be demon- 
strated in the feebly colored yellow urine 
by the addition of nitric acid and shaking 
out with chloroform, which substance will 
be tinted pink. 

One ‘soon learns in treating different 
patients that this plan must be modified, 
since the drug will irritate the colon of a 
few patients so that the tolerant dose must 
be sought. The irritation is occasionally 
great enough to cause blood to appear in 
the stool, although the patient has np sense 
of discomfort. Under such circumstances 
it is sometimes difficult to decide whether 
the blood is the result of the disease or the 
yatren, but by resting the patient about 
three nights the blood disappears. Those 
patients are then given 5 gms. and the dose 
is increased cautiously. Yatren is far less 
irritating than 5 grains of quinine in 300 
cc. of water ; nor do patients experience the 
discomfort of the expulsion of kerosene. 

In acute cases I administer emetine daily 
in 0.03 and 0.06 gm. doses for at least sev- 
eral days, depending upon the progress of 
the case. 


One need not be discouraged if the num- 
ber of stools does not materially decrease 
at once; so soon as the patient enters the 
rest period, encouraging results will be 
manifest. 
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The amebze soon disappear from the 
stools, but in those cases of dysentery which 
have existed for five, six, seven, and more 
years, the amebz are deep in the submucosa 
or even in other organs, as the liver. It is 
preposterous to suppose that all the para- 
sites will be destroyed by 21 injections, even 
though the drug is absorbed. Hence, in 
those old chronic cases, the treatment must 
be applied repeatedly at intervals for at 
least several months. 

The most gratifying result that I have 
obtained was in a patient who had had the 
disease for six years and in whom the dis- 
ease would not yield to anything. Sixty 
grains of ipecac every night for seven days 
did not give much relief. Emetine would 
control the acute attacks. Hydrogen per- 
oxide enemas and stovarsol failed. He was 
ready to admit he had the disease to keep. 
For a year he has had no amebe nor cysts, 
and physically he has never been in better 
shape. 

I am willing to admit that if exceedingly 
large doses of ipecac are given every night 
for ten days, the disease can be cured in a 
shorter period of time. But when one sees 
those patients vomit and vomit, one begins 
to wonder whether they will be alive upon 
his return, and whether the cure is not 
many times worse than the disease. One 
is often pleased to institute some form of 
remedy which will permit the patient to 
carry on his business and at the same time 
take treatment. 

Other than the irritation already men- 
tioned, I have seen no untoward effect, al- 
though I give as high as 500 mgms. intra- 
venously twice weekly. 

The case most sensitive to the yatren had 
had kerosene enemas before he came to me, 
and it has been a question in my mind 
whether the mucous membrane of this pa- 
tient’s colon had not been made hypersensi- 
tive by the kerosene. He has obtained bet- 
ter results with the yatren than anything 
he took before, which included stovarsol, 
ipecac, and the kerosene. 











Diabetes and Tobacco Amblyopia’ 


BY G. E. de SCHWEINITZ, M.D. 


Professor of Ophthalmology in the Graduate School of Medicine of the University of Pennsylvania, 
Philadelphia 
AND 


A. G. FEWELL, M.D. 


Assistant Professor of Ophthalmology, 


It is universally admitted, indeed defi- 
nitely established, that the optic nerves of 
the subjects of diabetes are peculiarly sus- 
ceptible to the deleterious influences of 
tobacco. ! 

Even Schmidt-Rimpler, in his discussion 
on macular optic nerve degeneration in dia- 
betes before the Heidelberg Ophthalmo- 
logical Society in 1896, although unwilling 
to agree with Mauthner, who three years 
previously had contended that the abuse of 
tobacco and alcohol was the prime factor 
in causing so-called diabetic amblyopia, rec- 
ognized that such abuse unfavorably influ- 
enced diabetic axial neuritis. In his opinion, 
however, moderate smoking and drinking 
should not be accused in this respect, 
found himself out of accord 
with Leber, whose experience (50 cases of 


wherein he 


diabetes with 14 exhibiting disease of the 
optic nerves) had taught him that diabetics 
are liable to be harmed as to their optic 
nerves even by most moderate smoking. 
And Leber’s experience is that of many 
ophthalmologists who since his day have 
studied this subject. 

It is not necessary to analyze the litera- 
ture which pertains to this matter. This is 
readily available, for instance, in Wilbrand 
and Saenger’s “Neurologie des Auges,” the 
publications of Uhthoff and Groenouw, 
and of Kako, and in a good paper by the 
late Dr. Reber. 

We would not revert to this threshed-out 
topic were it not that this evil influence of 
tobacco, although well known by ophthal- 
mologists, seems, as shall presently appear, 
to have escaped general attention. Also it is 
worth while to endeavor to portray the 
characters of a scotoma due to diabetic 
chronic axial neuritis, or degeneration, and 
of one due to the toxic influence of tobacco 
and alcohol in a diabetic subject. 


—- 


_*Read before the Section of Ophthalmology of the 
College of Physicians of Philadelphia, February 18, 1926. 
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3raduate School of Medicine of the University of Pennsylvania. 


Observations beginning with those so well 
recorded by Groenouw thirty-four years 
ago, and refined and elaborated by Roenne, 
Traquair, P. Q. Doyne, C. H. Sattler, and 
one or two American investigators, indi- 
cate that the scotomas of tobacco amblyo- 
pia have distinctive features which serve in 
most instances to distinguish them from 
other toxic scotomas in the central area of 
the field. 

These distinctive features may be sum- 
marized, omitting fine details and distinc- 
tions, as follows: They are typically ceco- 
central defects with sloping margins; they 
are never truly central, or, more accurately, 
pericentral, and the term “central” in de- 
scriptive relationship to them should, as 
Sattler properly contends, be abandoned— 
they are papillo-macular scotomas inter- 
conduction-interference; they 
often present one or two spots of greater 
intensity within their areas; the spot of 
greatest intensity does not usually cover the 
fixation point, as Sattler points out, but 
often, as Traquair’s records show, may lie 


preting a 


where one only is demonstrable between the 
fixation point and the blind spot, or if two 
are present, one may be at the outer side of 
the fixation point and another at the nasal 
side of the blind spot; and the excess of 
the defect for red, to use Traquair’s phrase, 
over that for white is noteworthy. 
Naturally, the scotomatous areas vary 
according to stages of the process—the 
stage of onset, the stage of progression, 
and the stage of “breaking through,” 1.e., 
the color defect reaches the limit of the red 
field above. Along these lines Doyne de- 
veloped his three types—a large scotoma 
which involves the blind spot and the area 
between it and the fixation, stopping just 
short of the latter, and almost never pass- 
ing more than 3 to 6 degrees beyond it on 
the nasal side; a scotoma close to the fixa- 
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tion point, connected by a relative area to 
the blind spot, which may or may not ex- 
tend to fixation; anda scotomatous finger 
pointing from the blind spot toward fixa- 
tion. 

The vulnerability .to the toxic effects of 
smoking, even in moderate degree, exhibited 
by diabetics makes it difficult in any case of 
so-called diabetic amblyopia, associated with 
scotomas, to determine which is the more 
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Foster Moore, in which apparently the 
diabetic poison was the sole cause. 

Wilbrand and Saenger state that the dia- 
betic scotoma is pericentral, but may be hori- 
zontally oval, as it was in the right eye of 
one of their patients who came to autopsy, 
and who showed degeneration of the papillo- 
macular bundle; he had complete color loss 
in all parts of the field, and the central de- 
fect was absolute. (Fig. 1.) 


RK. ire 


entire field completely color-blind. 





(After Wilbrand and Saenger. ) 


potent factor, the diabetes or the tobacco 
or tobacco-alcohol, unless we admit that 
careful analytical perimetry develops fea- 
tures which in so far as the tobacco-scotoma 
is concerned are distinctive; and this dem- 
onstration, we believe, in most instances is 
possible, 

The cases in which the influence of to- 
bacco can positively be eliminated are com- 
paratively few in number, as even a casual 
examination of reported cases indicates. 
Kako could find only two in a list of 16 
cases of diabetes whose subjects presented 
scotomas in the central areas of their visual 
field. 

In our recent experiences we cannot find 
one where this toxemia was not in evidence, 
and those observations which pertain to the 
senior essayist’s studies in earlier years are 
not satisfactory in this respect, because the 
methods of field-taking were not sufficiently 
accurate, and various degrees of retinal 
angiosclerosis added disturbing influences. 
But there are cases on record, such, for ex- 
ample, as have been described by Wilbrand 
and Saenger, by Kako, by Reber, and by 


Reber’s patient, a woman and a non- 
smoker, had for two years pericentral sco- 
tomas for red, 2 to 5 degrees around the fix- 
ing points. Unfortunately, his paper contains 
no visual charts, but it may be that Fig. 80 
in Peter’s “Principles and Practice of Peri- 
metry,” described as “Toxic Amblyopia of 
Diabetic Origin,” portrays the maps of this 
patient’s fields. 

In one of the series of charts published 
by Traquair in his “Doyne Lecture” (1923) 





Fic. 2—Centrocecal defect in diabetes. 2, 20/2000 bilateral; 

fields otherwise normal. ‘A tobacco scotoma of this inten- 

sity is associated with diffuse depression of the central 
field.” (Traquair in Doyne Lecture.) 














the scotoma is oval and ceco-central, but it 
and other field conditions differ from those 
caused by tobacco (Fig. 2). Kako makes the 
statement that the real diabetic scotoma pre- 
sents early a large blue-blind area, which on 
the authority of Uhthoff, so he says, is rare 


0:3 





in the tobacco defects, and that it is asso- 
ciated with a greater failure of direct vision 
than that which obtains in the tobacco cases 
(Fig. 3). 

Case 1.—Male, newspaper editor, aged 61, 
reported March 2, 1925. Long-standing 





oat a. of 





ORIGINAL ARTICLES 


{|Fic. 3.—Diabetic amblyopia. Central field defect for red and blue. Note large central area of blue-blindness considered 
characteristic by reporter. (After Kako.) 
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Casg I, Fig. 4.—Diabetes, long standing; patient elaborate smoker; no alcohol for 20 years. Typical papillo-macular bundle 
scotomas (3 mm. white test object), recorded on Lloyd’s chart for stereo-campimetry. Note sloping margins; extension 
only 2-3 degrees beyond fixation point on nasal side; scotomas partly relative, partly absolute; one saturated spot near 
blind spot, right field. 
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diabetes ; at times sugar-free, but frequently 
6 per cent (physician’s record). Vision 
failing for two years. On date of arrival 
R. E. 4/45, L. E. 3/45. Typical temporal i 
pallor of discs ; exaggerated retinal reflexes ; 
engorged veins, straight arteriovenous com- 
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pression; no perivasculitis; some deeply 
placed hemorrhages, but none within 
macular area; no white patches or exudates. 
No depression of peripheral visual fields 
‘(white test object 10/300).. Characteristic 
papillo-macular bundle scotomas. Patient 
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has smoked since boyhood (“four ounces 
of pipe tobacco a week and many cigars in 
between”); also chews tobacco; has in- 
creased decidedly use of tobacco since 
vision failed. No alcohol for twenty years, 
but prior to that time was a hard drinker. 
Treatment: abstinence and diaphoresis and 
general dietetic regimen ; some improvement 
in vision, 4/30, 3/45., Patient died suddenly 
a month after the first examination, prob- 
ably from cerebral hemorrhage. (Case 1, 
Fig. 4.) 

Case 2—Male, merchant, aged 52, re- 
ported March 23, 1925. Diabetes of four 
years’ standing. Urine, sugar absent at time 
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of examination. Vision failing for eight 


months. On date of: arrival, R. E. 5/45, 
L. E. 5/150. Moderate pallor of papillo- 


macular area of right disc; marked pallor 
of left disc; no retinal angiosclerosis; no 
retinitis. Peripheral fields normal in extent 
(white test object 10/300). Heavy pipe 
smoker and “takes his daily drink.’”’ Typical 
papillo-macular bundle scotomas. Treat- 
ment: abstinence, diet, diaphoresis, strych- 
nia, and iodides. Improvement prompt. In 
one month R. E. 6/30, L. E. 6/30; two 
months later R. E. 6/9, L. E. 6/12. Blood- 
sugar, May 4, 0.19 per cent; June 1, 0.125. 
(Case 2, Figs. 5, 6, 7.) 
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CasE Il, Fig. 5.—Diabetes, four years‘ standing; patient heavy pipe smoker, “takes a daily drink.’ Typical scotomas for 
red (3 mm. test object, recorded on Peter’s campimeter chart). Note saturated areas, adjoining blind spot on nasal side, 
fixation point on temporal sides. 





o eJ-9. rt 
TF NF 

ot 0 

os 2° os 











“ws ¢0. ©. 4s 





NF TE 














ss° 100° oF 


Case II, Fig. 6.—Scotoma for red (1.5 mm. test object, Peter’s campimeter). Improvement has begun; 


only one saturated spot touching each blind spot. 























Case 3.—Male, aged 59, reported Novem- 
ber 11, 1924. Mild diabetes for one year; 
was referred to his physician for insulin 
treatment; but as he found that the patient 
“had a normal blood-sugar and no sugar in 
his urine on a basic diet,” he was sent home 
and advised “to continue as he was doing.” 
When he returned to his physician, nine 
months later, because of failing vision, his 
blood-sugar was 100 mgm. and a small 
amount of sugar was found in his urine, the 
total amount excreted in twenty-four hours 
being less than 1 gramme; blood and spinal 
His 


fluid Wassermanns were negative. 
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Casz II, Fig. 7.—Scotomas for white, 1.5 mm. white test object (Lloyd chart for stereo-campimetry) 
Saturated spots. Compare with Fig. 5. 





physician expressed the belief that the dia- 


‘betes was not sufficiently severe to account 


for the disturbed vision, and he sent him to 
Dr. Perry Pepper, who referred him to us, 
as his general examinations failed to detect 
any noteworthy local or general disease ; the 
history of mild diabetes was elicited. Vision 
of R. E. 5/45, of L. E. 5/22. Each disc 
showed a yellowish tint, with moderate 
pallor over the papillo-macular bundle area. 
No retinitis, and only a moderate angioscle- 
rosis, of the senile type. The scotomas were 
characteristic of those which are ascribed to 
tobacco, or tobacco and alcohol combined. 
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Case III, Fig. 8.—Mild diabetes. Patient excessive smoker; practically no alcohol. Scotoma for white (3/330 test object), a ceco- 
central defect, partly relative, partly absolute; one saturated spot midway between blind spot and fixation in left field; 
parallel lines=relative area; crossed lines—absolute area. 
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The patient had smoked for years, averag- 
ing 8-10 cigars a day; practically no alcohol. 
The usual treatment was prescribed. The 
patient did not long remain under observa- 
tion, and the ultimate outcome of the con- 
dition cannot be detailed. (Case 3, Fig. 8.) 

These three diabetics, one of long stand- 
ing, one of four years’ duration, and one of 
mild type of one year’s continuance, were 
all heavy smokers. One had used no alco- 
hol for twenty years, one took “his daily 
drink,” whatever that may mean, and one 
drank practically no alcohol. One increased 
his smoking when his sight failed, one con- 
tinued his customary tobacco habit (“heavy 
pipe smoking”) after his vision commenced 
to deteriorate, and one was told “to con- 
tinue as he was doing,” although he had a 
history of diabetes (he was, however, sugar- 
free when he was examined )—a direction 
which evidently he felt did not include 
abstinence from tobacco. * 

Had these three patients, and they are 
only a few of those whose histories might 
be utilized, been informed as to the dele- 
terious optic nerve influence of tobacco in 
these circumstances, it is reasonable to as- 
sume that they would have escaped the toxic 
amblyopia from which they suffered. Ap- 
parently this influence, judging from the 
record of Case 3, is potent, not only when 
the diabetes represents a severe type, but 
also when the disease presents itself in mild 
manifestation. 

We desire to emphasize this relationship 
of diabetes to tobacco amblyopia, because 
although ophthalmologically well known 
and often described, it evidently does not 
find the place it deserves in the prescribed 
course of treatment suited to the diabetic 
state. 

The non-identity of a scotoma caused by 
diabetes alone and of one due to tobacco 
in a diabetic subject, as elucidated by meth- 
ods of exact perimetry, is not only interest- 
ing, but from the therapeutic standpoint 
important. Small progress in the treatment 
of so-called diabetic amblyopia can be made 
unless this distinction is realized. As Tra- 
quair writes: “In cases of general disease, 
such as diabetes, in smokers, we shall be cor- 
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rect in most cases in attributing the ambly- 
opia to the tobacco if the scotoma is 
typical.” That the scotoma usually is typi- 
cal, that is, presents distinctive features, the 
charts presented this evening demonstrate. 
If, again to quote Traquair, “the intense 
part of the defect extends considerably to 
the nasal side of the fixation point, or is 
localized above it or below it, or if the 
scotoma is definitely asymmetrical, or of 
the pericentral type in one or both fields, 
or sharply defined with steep edges and a 
high or relatively uniform intensity,” a/ 
cause other than tobacco should be sus- 
pected—for instance, diabetes. 


Cholagogic Properties of Magnesium 
Sulphate. 


MENDENHALL, McCiure and Carte, in 
the Journal of Pharmacology and E-xperi- 
mental Therapeutics for April, 1926, state 
that the possibility of magnesium sulphate 
producing cholagogic effects was shown in 
a series of acute experiments in which cats 
and dogs were used. The drug was intro- 
duced in some instances directly into the 
duodenum, in others it was given by way 
of the mesenteric vein. Bile flow was ob- 
served by a closed tube method in which the 
factor of evaporation was excluded. Anes- 
thesia was maintained by either urethane or 
chloretone. When maginesium sulphate was 
introduced into the duodenum the strength 
of the solution used was from four to six 
per cent; when-it was given intravenously, 
amounts were used which were thought to 
be comparable in magnitude to the amounts 
gaining access to the circulation when the 
salt is absorbed from the intestine. 

Under the conditions stated magnesium 
sulphate showed a definite cholagogic effect, 
the action being more marked in the experi- 
ments, in which the bile flow previous to 
the administration of the salt was distinctly 


slow. Intravenous doses larger in amount 


than would ever enter the circulation when 
normal absorption from the intestines is 
involved, showed a depressant effect upon 
bile flow. 





























THE DIAGNOSIS OF ALCOHOLIC 
INTOXICATION. 





Every physician is more or less interested 
in the means which can be taken to deter- 
mine whether an individual called before an 
officer of the law can be justly accused of 
being unduly under the influence of intoxi- 
cating drink. In an earlier issue we dis- 
cussed this subject, which has been very 
carefully gone over in England, where, ap- 
parently, the same conflict of opinion as 
to what constitutes intoxication, and what 
measures should be taken to discover it, is 
just as urgent as it is in the United States. 

As pointed out before, the mere fact that 
a man has the odor of alcohol on his breath, 
which is as a matter of fact not the odor 
of ethyl alcohol, but of the higher alcohols 
which give alcoholic drinks their peculiar 
odor, does not prove that he is intoxicated. 
Indeed we have known instances where the 
so-called odor of the breath was due to the 
individual having ingested a soft drink 
which contained a certain flavor. 

We now have a very interesting, if not a 
very practical, addition to the methods 
which can be used to determine the presence 
of alcoholic intoxication advanced by South- 
gate and Carter, the first being a Lecturer in 
Pharmacology at Sheffield University, and 
the second Lecturer on Forensic Medicine 
in the same institution, and Senior Police 
Surgeon of that city. Their contributions 
appeared in a recent issue of the Lancet. 

Before going on to describe their. method 
it is of interest to note that in their opinion 
some of the tests which ate commonly em- 
ployed may gravely mislead both the medi- 
cal man.and the officers of the law, such, 
for example, as ability to stand on one foot, 
toeing the line, the testing of station with 
eyes closed, the repeating of certain words, 
the testing of the memory as to lapse of 
time ; all these are considered unreliable. It 
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is further to be remembered that all indi- 


viduals do not behave exactly alike under 
the influence of alcohol, and sometimes an 
individual who is cold sober is so upset 
mentally and nervously by a collision, or 
other accident, that he may have grave diffi- 
culty in responding correctly to the tests 
above named. ; 

Carter states that in his opinion a flushed 
face, sweating, dilated pupils, congested 
eyes, and rapid pulse are the chief factors 
which lead to a correct diagnosis, but he 
admits that all of these symptoms may arise 
from other causes than alcohol, and that, 
in some persons, nothing is so sobering to 
a man than finding himself in a lockup, or 
under arrest, with the fear of legal pro- 
cedure. 

Southgate learned from Mellanby, than 
whom no one has done better work on the 
pharmacology of alcohol in connection with 
its social aspects, that there was a close 
relationship between the alcohol in the blood 
and in the urine. Mellanby and Schwei- | 
sheimer have long since determined the per- 
centage .of alcohol which must necessarily 
be in the blood stream to induce intoxica- 
tion, and, therefore, it was thought by 
Southgate and Carter that as the alcohol 
content in both the blood and the urine ran 
side by side, an analysis of the urine for 
alcohol would give valuable information. 

From the legal and from the practical 
standpoint, it is evident that obtaining blood 
in such patients is necessarily difficult. It 
is.a grave question as to whether, from the 
standpoint of law, the police ‘surgeon or 
physician would be justified in puncturing 
a vein to obtain the blood, and the protest 
of the accused individual, or his tendency 
to be nervous or quarrelsome, would make 
venipuncture difficult. Southgate makes 
the interesting and amusing statement that 
when they endeavored to obtain the urine 
they found almost as much difficulty as 
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when they wished to obtain the blood. They, 
therefore, arranged a particular cell in 
which was placed a urinal which in turn 
drained into a vessel in the adjoining cell 
instead of into the common discharge pipe. 
They found that no sooner was the average 
individual locked up alone than he endeav- 
ored to empty his distended bladder, and 
therefore without difficulty they obtained 
the sample that they desired. 

To make a long story short, they con- 
firmed the view that the quantity of alco- 
hol in the blood and urine ran side by side, 
and they publish interesting charts illus- 
trating this point and also illustrating the 
influence of various symptoms of alcoholic 
drink. Furthermore, they give the interest- 
ing information by Schweisheimer, already 
referred to, that for some unknown reason 
the alcohol is never found in the blood 
stream of the alcoholic in the quantities it 
is in the individual who takes only an occa- 
sional drink. 

There is found in their report not only a 
number of charts which graphically describe 
the results obtained, but a table giving the 
urine and blood alcohol in many cases in 
which is also embodied brief statements as 
to the remarks made by the police in charg- 
ing the individual with intoxication. 

Although we have already presented some 
of the results which they achieved, our 
readers will be interested in the summary 
which they attach to their paper : 

“(1) The inadequacy of present-day 
methods of estimating alcoholic intoxica- 
tion, particularly that of the motorist, who, 
while showing no signs of gross intoxica- 
tion, may yet be unfit through alcohol to 
be in charge of a car. 

“(2) That the concentration of alcohol 
in the blood is the best measure we have 
of alcoholic intoxication. 

“(3) That the concentration of alcohol 
in the urine is proportional to that of the 
blood under all conditions so far examined, 
and have shown that a fairly constant ratio 
holds which enables us to deduce one con- 
centration from the other. 
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“(4) That it is possible by this means 
to obtain a close approximation of the blood 
alcohol concentration of a person at the 
time of arrest, and therefore of the degree 
of alcoholic intoxication. 

“(5) That the work justifies tests being 
carried out to establish an upper limit of 
blood alcohol concentration for a person to 
be fit, after taking alcohol, to be in charge 
of a car.” 


THE USE OF DRUGS IN MYO- 
CARDIAL DISEASE. 





Although we are gaining more and more 
information in regard to disease of the heart 
muscle in its various parts and thereby ob- 
taining a better conception of when and 
how cardiac drugs should be administered, 
it must be recognized that we are woefully 
ignorant concerning the condition of the 
heart muscle during the course of the vari- 
ous acute infectious diseases. Suffering 
from such ignorance, our therapeutic en- 
deavors must often rest largely upon guess- 
work or hope.. While thousands of records 
with the electrocardiograph, and otherwise, 
have been taken in chronic myocardial dis- 
ease, almost no work has been done upon 
acute myocardial infections. It is probably 
true that in certain cases of pneumonia, 
digitalis, as is generally held, is a most ex- 
cellent cardiac remedy, and it is also prob- 
ably true that in certain infections, or in 
certain stages of infection, definite changes 
in the heart muscle should definitely con- 
traindicate this drug. This holds true not 
only in regard to an acute disease like pneu- 
monia or scarlet fever, but also in regard 
to rheumatism and other acute and subacute 
manifestations of the activity of pathogenic 
organisms. 

Any research which throws light upon 
the conditions, which we have just referred 
to, deserves much attention from the pro- 
fession, and therefore we notice with inter- 
est a communication recently made to the 
London Lancet by Bain and Hamilton in 
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_ which they point out that certain work has 
been done in England and in this country 
in studying the modifications of cardiac 
rhythm in acute rheumatism. They remind 
us that Cohen and Swift, on the one hand, 
have shown heart block, flutter and fibrilla- 
tion during the acute attack, and that Par- 
kinson, Gunsen and Gosse found some 
alteration in cardiac rhythm in 30 per cent 
of cases. In all these researches, however, 
the electrocardiographic tracings were taken 
while the patient was ill enough to remain 
in bed—that is to say, during the time that 
he was, in one sense, acutely ill and the 
joints manifestly in trouble. 

This subject is rendered the more impor- 
tant by the additional facts emphasized by 
Bain and Hamilton, that in children, par- 
ticularly, rheumatism may be present so far 
as myocardial invasion is concerned with 
little or no joint manifestations, there being 
nothing more than migrating pains with 
anemia, tonsillitis, listlessness, and loss of 
weight, yet nevertheless the heart is the 
chief sufferer ; or, in other words, rheumatic 
carditis is the real point of interest. Bain 
_ and Hamilton have studied a series of fifty 
children attending a special rheumatic out- 
patient clinic. They tell us that out of 400 
patients 40 per cent had cardiac lesions, 
and that the cases that they selected for 
study were not specially chosen. Their 
ages varied from four to thirteen years, and 
the electrocardiographic records were con- 
trolled by clinicians who were responsible 
for the physical signs, and by others who 
studied the results of *-ray examinations. 

Space does not permit of a complete 
analysis of their results. Suffice it to state 
that they found in these fifty children im- 
paired conduction on the part of His’ bundle 
which they believe to presage complete heart 
block. They also found arborization block, 
although no valvular lesion was present. In 
other instances there was inversion of the 
T wave in leads II and III. In still others 
a duration of the S T interval followed by 
a small T wave, although no digitalis had 
been given. It is interesting to note that 
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extra-systoles weie fuund only once and 
that they were auricular in origin, but asso- 
ciated with an enlarged heart without valvu- 
lar lesion. Sinus arrhythmia of slight grade 
was commonly met with. 

They note the great constancy as shown 
at autopsy of Aschoff’s bodies in rheumatic 
carditis, stating that these inflammatory 
nodes can always be found microscopically 
in the myocardium usually in the neighbor- 
hood of the arterioles. It is manifest that 
in those cases in which there was lengthen- 
ing of the conduction time, digitalis might 
do quite as much harm as good, and this 
probably is also true in the cases which they 
report in which there was impaired intra- 
ventricular conduction. 

As thorough as their examinations were 
they fail to give us all the information that 
is desirable in regard to this important sub- 
ject. Their paper is noteworthy not only 


because of the care which they exercised, 
but because it calls attention to a field of 
investigation which up to the present time, 


as we said at the beginning of this note, 
has been relatively left untilled, which is 
the more extraordinary in view of the fact 
that in many hospitals the electrocardio- 
graph is so situated that with little trouble 
suitable records could be made from pa- 
tients who may be ill in the wards. 





THE TOXICITY OF CARBON 
TETRACHLORIDE. 


As our readers well know, carbon tetra- 
chloride has now been used in several 
hundred thousand patients to cause the ex- 
pulsion of hookworm. This clinical appli- 
cation of the drug has not only been made 
in the United States and Porto Rico, but 
in Java and Fiji, and other far distant areas. 
Indeed Lambert, as we have pointed out on 
a previous occasion, had a series of 50,000 
cases in Fiji with only three deaths, and 
these three deaths he ascribed to impurities 
in the carbon tetrachloride that was em- 
ployed. 

Phelps and Hu have reported two other 
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deaths from its administration, but it would 
appear that properly prepared carbon tetra- 
chloride may be considered definitely safe 
when used to expel this type of parasite. 

In a recent issue of the Lancet Khalil, 
who is the Professor of Parasitology in the 
Faculty of Medicine at Cairo, has made 
another contribution to this subject. After 
telling us that the drug has been used on a 
large scale in Europe for nearly three 
years, he proceeds to state that in order to 
avoid the use of impure preparations sam- 
ples from every consignment received from 
manufacturers were given to animals in 
fairly large doses to see if they possessed 
toxic properties. Not only was this method 
of testing resorted to, but chemical analysis 
was applied. 

The first consignment tested, when given 
in the very large dose of 20 cc. to a 
3-kilo monkey by the stomach, induced 
no ill effects beyond temporary diarrhea, 
and a 10-kilo dog was given as much as 160 
ce. without deleterious effects. Parts of 
this consignment were therefore given to 
human beings with most gratifying results. 
The second consignment, however, from 
the same manufacturer manifestly contained 
some extraneous toxic substance, for an- 
other 3-kilo monkey was taken violently ill 
after having had administered the same 
dose, and died the following day. The 
autopsy revealed petechial hemorrhages in 
the stomach wall, the ileum being full of 
blood-stained slimy mucus, and this in turn 
contained carbon tetrachloride. A second 
monkey which took half the dose was 
severely ill, but ‘survived. The chemical 
analysis of this second shipment revealed 
that it contained carbon bisulphate, which, 
as is well known, is definitely toxic. Fur- 
ther experiments, however, seem to indicate 
that the carbon bisulphate is not the active 
agent in producing the poisonous effects 
because when added to pure carbon tetra- 
chloride in the quantities found in analyzed 
samples no ill effects ensued. 

Khalil believes that certain sulphur com- 
pounds other than carbon bisulphide are the 
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real toxic agents, but thinks that further . 
study must be made before a definite con- 
clusion can be reached as to exactly what 
they are. At the present time, however, the 
mere presence of sulphur compounds in 
carbon tetrachloride should prohibit its use. 
Khalil has shown that as much as 5 cc. of 
carbon tetrachloride is a safe dose for an 
adult. That his opinion is of value is evi- 
denced by the fact that during 1924 no less 
than 84,000 patients Were treated in govern- 
ment hospitals by this drug, and during 
the first nine months of 1925, 56,392 were 
treated with only one fatal case, he being a 
man of sixty years of age, addicted to the 
use of opium and alcohol. This patient 
went into collapse three hours after the 
drug was given and died within twenty-four 
hours, and in his case the post-mortem re- 
vealed hemorrhagic emboli in the liver and 
heart. 

A noteworthy point in this connection is 
the fact that the longer the carbon tetra- 
chloride is kept the greater increase there 
is in the toxicity of the contaminating sul- 
phur compounds. Even although it has 
been shown that carbon bisulphide is not 
the actual toxic-contaminating agent, never- 
theless its mere presence indicates that other 
sulphur compounds are constant in the 
drug, which may cause trouble. Care as to 
the purity of all medicinal samples is there- 
fore essential. 





UNDESIRABLE COLLATERAL 
EFFECTS OF DRUGS. 

Those who keep well posted in regard 
to medical literature read from time to time 
of laboratory or bedside experiments, the 
ultimate aim of which is to add to the list 
of agents which have proved useful in com- 
bating disease in human beings or in ani- 
mals. Partly because of the overwhelming 
need of remedies to meet conditions now 
largely beyond our power to relieve, the 
mind of the investigator becomes fixed upon 
the main point in view and fails to give 
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sufficient consideration to the fact that 
every drug known to man, whether it has 
its origin in nature or in the synthetic 
laboratory, possesses not only general in- 
dications of power, but usually effects which 
under certain circumstances may definitely 
contraindicate its employment for the pur- 
pose which is in the-mind of the physician. 

Those who recall the efforts made two 
decades ago to discover an arsenical which 
would kill the spirochete of syphilis will 
remember that even though Ehrlich had pro- 
duced “606” still remains the side 
effect of this product upon the auditory 
nucleus or upon the optic nerve if these 
parts are not in health. So, too, we have, 
known of physicians going to the other 
extreme, so far as scientific accuracy is con- 
cerned, by injecting solutions of formalde- 
hyde into patients with 
bacteremia, apparently ignoring the fact 
that such a product, if capable of destroy- 
ing bacteremia in the blood stream, was 
certainly capable of destroying the white 
blood cells, if not the red cells, and damag- 
ing in all probability delicate endothelial 
and epithelial cells in important organs of 
the body. 

Every physician who is skilful in the 
employment of remedies knows very well 
that no sooner has he made a diagnosis and 
then thought of a remedy which was suit- 
able than he has found himself faced with 
the fact that some side effect absolutely con- 
traindicates its employment. A large part 
of his skill in the use of remedies depends 
upon his ability to do no harm in an at- 
tempt to do good. 

This subject has been called to our 
attention once more by a paper which has 
recently appeared in the Journal of Experi- 
mental Medicine by Muller, showing the 
effect of the intravenous administration of 
collargol on the bone-marrow of rabbits. 
Collargol and nearly related substances 
have been used with the thought that they 
would act as bactericides. It now appears 
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the veins in 


that however valuable they may seem to be 
therapeutically for such a purpose, we have 
here again an illustration of the collateral 
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effect which cannot be ignored. It is quite 
true that Muller’s experiments were made 
upon animals, but nevertheless his findings 
have a bearing upon human therapeutics, 
because he found that while the effect upon 
the bone-marrow varies directly with the 
amount of collargol injected, nevertheless 
definite bone-marrow effects were 
manifested. He found no evidence of in- 
jury to the blood cells in the peripheral cir- 
culation, but he did find that a definite 
anemia was produced, as he expresses it, 
by the deviation of the parental endothelial 
cell toward clasmatocyte formation at the 
expense of the development of red cells. 


very 


DIAGNOSIS OF ACUTE APPENDI- 
CITIS. 

Considering the fact that in accordance 
with the reports returned in the registration 
area of the United States, as quoted by 
3igelow (International Journal of Medicine 
and Surgery, April, 1926) some 14,000 
people die from appendicitis, and the further 
fact that the rate of deaths from this cause 
has been steadily increasing for the last 
twenty years, the subject of lessening this 
mortality and the much larger morbidity 
which necessarily attends it is one of major 
importance. Bigelow claims the heavy. mor- 
tality is attributable to two causes: the first, 
the free use of purgatives for the relief or 
cure of abdominal pain; the second, the loss 
of time between that period when diagnosis 
might be reasonably made-and the period . 
when operation is decided upon and prac- 
ticed. He quotes in support of his con- 
tention a summary of 262 cases recently 
reported. Of these 205 suppurating cases 
were sick for five days or more before they 
entered the hospital, from which he holds 
that the layman should be instructed to the 
effect that every abdominal pain may be due 
to an inflamed appendix. 

This teaching, which is that of the great 
majority of surgeons, has further weight 
from the fact that 80 per cent of acute 
abdominal affections are due to appendicitis. 
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There are many causes for abdominal pain, 
some of them of little moment from the sur- 
gical standpoint, incident, for instance, to 
vasomotor spasm, to exaggerated or per- 
verted peristalsis and segmentation caused 
by ingesta, to toxic influences such as may 
accompany a complicating nephritis, to dis- 
turbances of the central nervous system, to 
pericardial or pleura] involvement, to pres- 
sure upon nerve trunks as from spinal caries 
or acute osteomyelitis of the vertebra. 

The majority of these abdominal pains 
are prompt in onset, evanescent in character, 
and yield readily to treatment. A persistent 
pain, accompanied by tenderness, rigidity, 
fever, and leucocytosis, calls for treatment 
other than hot applications to the belly and 
aromatics and sedatives by the mouth. It 
is of cardinal import that the laity be taught 
that no acute abdominal pain calls for the 
immediate administration of purgatives. 

It is a generally accepted belief that 
purgatives are particularly diastrous in their 
effect when given for the relief-of the symp- 
toms caused by acute appendicitis. They 
are probably no more pernicious when the 
appendix is at fault than they are when 
given for the relief of other intra-abdominal 
surgical conditions causing pain, and usually 
vomiting. In any event a colic, which is the 
protest of the gastrointestinal canal against 
food unsitited to it, is usually accompanied 
and followed by an active peristalsis which 
accomplishes the evacuation of the offending 
contents, a function which may be rendered 
more complete by the administration of 
laxatives or purgatives after the colic has 
subsided, and there is no localized tender- 
ness, rigidity or sign suggesting any lesion 
more serious than mucosal irritation. The 
administration of purgatives during the 
acute stage of an attack of colic is undesir- 
able. To give it during the early stages of 
an intra-abdominal surgical lesion is con- 
sidered by many practitioners as bordering 
on the criminal. To the credit of the pro- 
fession it should be said that, by and large, 
the administration of purgatives and delay 
in seeking surgical help are due to the family 
and friends of the sufferer and not to the 
doctor. 
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VISCERAL PAIN AND REFERRED 
PAIN. 





Sir James Mackenzie based his conclu- 
sions on such careful clinical observations 
that they were in the main accepted without 
question. Supported by Lennander the pro- 
fession at large has for some years believed 
that there is no pain felt in the viscera, but 
that it is referred to those somatic tissues 
which receive their nerve supply from the 
cord segment which dominates the viscus 
involved. 

Ryle (Lancet, May 1, 1926) in an address 
before the Oxford Medical Society holds 
that, while recognizing the existence of re- 
ferred pain, the viscera themselves may be 
the seat of suffering. This visceral pain he 
believes is due to increased muscular tension, 
incident to contraction or to stretching from 
intravisceral pressure. Moreover this vis- 
ceral pain may be accurately localized by the 
patient. He further holds that the referred 


- somatic pain and tenderness are as a rule 


indicative of inflammatory rather than me- 
chanical lesions, and that their persistence is 
the invariable expression of inflammation. 
Ryle points out that though it is true that 
hollow viscera are insensitive to pricking, 
pinching, cutting or burning, there is no 
reason why they should appreciate tactile or - 
thermal stimuli. It is, however, essential 
that they should appreciate conditions of 
fulness and emptiness. Hence he holds that 
the visceral sense is muscle sense. Visceral 
pain is due to increased muscular tension 
and is relieved when this tension is eased, 
as by the passage of a gall-stone, the inges- 
tion of food in the case of hunger pain, or 
the vasodilatation caused by amyl nitrite in 
anginal attacks. It is to be noted that the 
pain of a food colic, gall-stone, of an over 
full bladder, or of a renal calculus is deep 
and as a rule accurately placed. Sir James 
Mackenzie is quoted to the effect that the 
only stimulus that produces pain in the tis- 
sues supplied by the autonomic nerves is 
the contraction of muscle. 

The duodenal ulcer pain that comes on as 
the stomach is nearly empty is attributed to 
the persistently taut muscle which relaxes 
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when food is introduced or when the stom- 
ach is completely emptied. Superficial pain, 
tenderness and muscular rigidity may be 
present in the absence of stomach pain and 
evidence inflammation rather than muscle 
tension. ~ In the case of gastric and duodenal 
ulcer these surface symptoms disappear 
when blood is no more found in the stools— 
in other words, when the ulcer is healed. 

As a further evidence of his belief in 
muscle tension as a cause of pain, Ryle 
records that well-known type of appendicitis 
in which pain disappears on rupture of the 
appendix. The inflammatory type of ap- 
pendicitis has in addition to its visceral pain 
rigidity and hypersensitiveness of the skin. 
These reflexes may develop in the earliest 
stages of the inflammation and disappear 
when tension is removed. 
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The rhythmically recurring pains of in- . 
testinal obstruction unaccompanied by cu- 
taneous hyperesthesia or muscular rigidity 
are further suggestive of the truth of Ryle’s 
contention. 

Ryle quotes Hilton to the effect that 
“every pain has its distinct and pregnant 
signification, if we will but carefully search 
for it,” and urges a closer study of pain in 
the hope that thereby may be secured a more 
assured diagnosis. Experience has shown 
that most patients coming for treatment 
have no physical signs, that the diagnosis in 
the majority of cases must be based on the 
history, and that a minute study of pain, its 
onset, persistence, recurrence, distribution 
and relation to diet, exercise and environ- 
ment, is at times the only way of arriving at 
a just appreciation of underlying causes. 





Progress in Therapeutics 


Medical Therapeutics 


Autoserum Treatment of Chronic 
Encephalitis. 

FINLAYSON and KarNosH, in the Ohio 
State Medical Journal for April, 1926, state 
that seven cases of chronic encephalitis 
showing the Parkinsonian syndrome were 
treated by this means. All but one, a case 
of two years’ standing, had existed for four 
or five years and were treated with injections 
of ? cc. autoserum into the lumbar subarach- 
noid space after the removal of 10 cc. of 
spinal fluid. One acute case also received 
the same treatment. Four patients received 
four treatments, three patients received two 
treatments, one seven treatments, and one a 
single treatment. Each patient received a 
mental and neurological examination prior 
to and following the treatments. Observa- 
tions were recorded on the blood, of red and 
white cell count and hemoglobin estimation, 
and on the spinal fluid cell count, globulin 
estimation by all the routine methods, col- 


loidal curve and Boltz test, before or during 
each treatment. The temperature, pulse, 
and respiration were recorded every four 
hours, for seven observations. Patients 
having a positive Wassermann in either the 
blood or spinal fluid were not used in this 
study. 

All of the patients showed a mild secon- 
dary anemia with hemoglobin estimations 
ranging from 70 per cent to 95 per cent, 
most of them being nearer the former figure. 
Five, or 62 per cent, showed a leucocyte 
count in excess of 10,000 on one or more 
observations, although only three had such 
a count on the initial examination. There 
was no consistent relation between the se- 
verity of the reaction and leucocyte count. 
In the spinal fluid all of the cell counts were 
within normal limits (under ten) on the 
original examination except one case, which 
had a count of ten. Two cases developed 
cell counts of twenty-one and eleven respec- 
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tively for one observation during the treat- 
ment. The former was in the acute stage. 

The globulin content was positive in one 
case, plus minus in three cases and negative 
in four cases. The colloidal reaction showed 
a modified “paretic curve” in one case, in 
the original test. The other showed various 
gradations from this to no reaction. The 
Boltz “A. A. S.” test was positive on the 
second, third and fourth observation in the 
first case. All the other cases gave consis- 
tently negative reactions. All of the pa- 
tients showed an increase in temperature, 
pulse and respiration during treatment. The 
maximum temperature was 38.5° centigrade. 

Of the eight patients treated, two, or 25 
per cent, showed rather severe reactions, but 
not.to such an extent as to be in the least 
alarming. By a very conservative estimate 
three cases were moderately improved, and 
one case was improved in conduct although 
there was no neurological improvement. 
Two cases were apparently made worse and 
two were not affected. 

While the results obtained in this study 
are not nearly as good as those reported by 
Tucker, there is no real basis of comparison 
as he did not report case histories, neurolog- 
ical examinations or laboratory findings of 
his cases, and it is possible his patients, 
while they might be truly called “chronic,” 
may not have been of as long standing and 
perhaps, therefore, might have been more 
amenable to treatment. 

The authors believe that this form of 
treatment, while leaving much to be desired, 
offers more than any other method, and it 
is the hope that others will try it and per- 
haps, by improving the technique in some 


‘ particulars, work out a more effective treat- 


ment which will offer some ray of hope to 
a fairly large group of sufferers, for whom 
as yet no rational and effective therapy has 
been established. 

_ The following technique was employed: 
Enough blood to obtain 10 cc. of serum was 
withdrawn from a vein in the cubital fossa. 
This blood was centrifugalized twice and 
allowed to stand for twenty-four hours and 
inactivated at 55° centigrade for thirty 


minutes. A blood count, both red and 
white, as well as the hemoglobin was made; 
and the temperature, pulse and respiration 
every four hours was noted while the patient 
was under this treatment, and for forty- 
eight hours afterward. The lumbar punc- 
ture was made, 10 cc. of fluid withdrawn, 
and 7 cc. of the inactivated serum was intro- 
duced by the gravity method. A complete 
examination of the spinal fluid was made 
after each treatment. 





The Effect of Exercise on Insulin 
Action in Diabetes. 


LAWRENCE, in the British Medical Jour- 
nal of April 10, 1926, states that the imme- 
diate effect of exercise in increasing the fall 
of blood sugar caused by insulin is very 
great. This occurs only during the maxi- 
mum period of insulin activity—that is, from 
one to four hours after injection. Severe 
and prolonged exercise and half the usual 
dose of insulin may produce as great a fall 
of blood sugar as the usual dose without 


\ exercise. 


Besides the immediate fall of blood sugar, 
exercise causes insulin to burn more carbo- 
hydrate than usual and to deplete the body 
stores of carbohydrate. For this reason the 
dose of insulin succeeding exercise has often 
an unusually powerful effect in producing 
hypoglycemia. 

If the diet is kept constant, an increase of 
exercise over days and weeks allows a re- 
duction of insulin to be made. This is one 
of the reasons why the dose of insulin can 
often be reduced early in treatment when 
patients leave the hospital and adopt a more 
active existence. If this reduction is not 
made symptoms of hypoglycemia appear. 
When the added exercise is omitted the in- 
sulin must be raised again. 

It should be the object of all treatment 
to enable a diabetic to lead a normal and 
varied life, and to forget all about his dis- 
ease except at meal-times. Accordingly, al- 
lowances must be made for the changing 
conditions that may arise in his life. Pa- 
tients should and do easily learn to reduce 
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their insulin before unaccustomed exercise 
or activity, or they must take vigorous exer- 
cise only at times when the effect of their 
injections has worn over. Even after exer- 
cise, when the usual carbohydrate stores 
have been partially depleted, it is usually 
advisable to reduce the next dose of insulin. 
If exercise is increased over days or weeks 
it is obviously more physiological to increase 
the diet instead of, or as well as, reducing 
the insulin. The increased calorific output 
must ultimately be balanced by an increased 
intake, otherwise weight and energy will be 
lost. A diet which supplies 30 calories per 
kilogramme of body weight may be a suff- 
cient “maintenance” diet for a sedentary 
life, but 40 calories may not be too much 
merely to maintain the requirements of a 
more active existence. 


Non-specific Protein Therapy, Milk, in 
the Treatment of Certain Diseases 


of the Skin and Syphilis. 


Werrauk, in the Ohio State Medical 
Journal for April, 1926, reports he has had 
the opportunity to treat five cases of ter- 
tiary syphilis involving the skin, by using 
milk injections. One case was a large 
tubercular syphilide of the shoulder in a 
woman fifty-five years of age. The lesion 
was of five years’ duration. After a series 
of seven milk injections, at three-day inter- 
vals until seven had been given, the lesions 
had progressed 90 per cent toward clinical 
cure, the patient had increased appetite, said 
she felt better than for years, and at the 
end of a three-month period from beginning 
of treatment had gained 10 pounds. 

Two cases were squamous tertiary syph- 


ilis of the palm, both in women, one aged 


thirty-five and the other thirty-nine. The 
one was of one year’s and the other of two 
years’ duration. Both were given a course 
of milk injections. They were clinically 
cured at the end of a three-week course of 
treatment. There was a well-marked feel- 
ing of euphoria in both cases. 

One case was that of several ulcerating 
gummata about the right ankle-joint in a 


man aged forty-eight. The lesions had been 
present for six months. Under the course 
of milk injections he made a perfect re- 
covery. 

The fifth case was that of a negro aged 
fifty with very extensive ulcerating gum- 
mata involving the dorsal surface of the 
right lower leg. The lesions were of 10 
months’ duration. At the end of a course 
of milk injections the lesions were 60 per 
cent improved. The patient felt very well, 
and in the course of three months his weight 
had increased five pounds. 

He has also used the method in three 
cases of old syphilitics who had been very 
actively treated at the expense of their gen- 
eral physical condition. All were under- 
weight with poor appetite and loss of 
strength. There was a very noticeable im- 
provement after a course of milk injections 
in all cases. Appetite improved, weight in- 
creased, and there was a general feeling of 
well-being in marked contrast to their de- 
pressed physical and mental condition pre- 
ceding treatment. Weirauk admits much 
remains to be learned with reference to the 
mechanism of the good results observed 
after milk injections in syphilis. The great 
objection: to the present established treat- 
ment of syphilis with mercury, arsenic, and 
bismuth, is that while all of these agents 
are efficient spirocheticides, their intensive 
use depresses the natural defense mechanism 
of the body. If milk injections furnish dn 
efficient. means for stimulating the latter, 
their use may be well worth while. 

In his opinion, milk injections on the basis 
of our present knowledge constitute the 
method of choice for treating carbuncles. 
The favorable effect, if such is forthcoming, 
manifests itself promptly, and such an 
effect will be secured, he believes, in a 
majority of cases. If there is no improve- 
ment after two or at a maximum four days, 
the case should be handled surgically. 

The same conclusions are justified with 
reference to cases of furunculosis. 

Syphilitic skin lesions show marked im- 
provement or even complete regression fol- 
lowing a course of milk injections. The 
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latter, also, appear to be productive of good 
results in the management of old syphilitics 
who have been the victims of overtreatment 
to their physical detriment. 


The Physiologic Effects of the Electro- 
ionic Administration of Adrenalin. 


In the Journal of Laboratory and Clinical 
Medicine for April, 1926, SmitH and 
Brown claim that the effects of the elec- 
troionic administration of adrenalin on the 
human body may be stated as follows: 

Blanching of the skin occurs at the point 
of application of the electrode. 

The blood-pressure effects are variable. 
In almost half of the cases a rise of ten 
millimeters or more is observed. A rise of 
as high as fifty millimeters may result. In 
a few cases there is a distinct blood-pressure 
lowering, thus showing the effect of mini- 
mal doses. 


The Treatment of Vincent’s Angina. 


FiscHER, in the Chicago Medtcal Re- 
corder for April, 1926, states that some 
years ago a treatment for this infection was 
worked out in the laboratories with which 
he is connected, and this has given such 
uniformly good and rapid results in a large 
number of cases that he feels it is time to 
publish the routine, especially as he has re- 
cently seen a number of cases in which other 
methods have failed miserably, leaving the 
patients to suffer needless agony for long 
periods—one case for as long as _ nine 
months, during which time he had developed 
considerable pathology, including a perfora- 
tion of the palate, deep ulceration of the 
tonsils, and necrosis of the lower jaw. 

This treatment is based on the fact that 
sodium thiosulphate is an efficient agent 
against the higher forms of bacterial life 
and the fact that the spirochetes are more 
complex forms than the varieties of pro- 
tozoa. 

As accessories to the treatment, silver 
nitrate and potassium chlorate are also em- 
ployed, the former because of its known 


usefulness as an antiseptic in mucous mem- 
brane infections, and the latter because 
through its stimulating and astringent action 
it was long ago found useful in similar 
conditions. 

The exact technique of the treatment is 
as follows: 

Once a day the affected parts are thor- 
oughly treated with a solution of 10-per- 
cent silver nitrate, applied with a swab. 
Care should be taken that while the swab 
is saturated with the solution, it will not drip 
or run when applied to the region to be 
treated. , 

The patient may follow this with a little 
‘water, or very weak salt solution, rolling 
this about in the mouth and gargling there- 
with. 

Once an hour the patient uses the sodium 
thiosulphate in a spray, as a gargle, and a 
mouth-wash. 

A saturated solution is first made with 
this salt, dissolving in distilled or other 
water. This is kept as “stock.” 

From this, a tablespoonful is added to half 
a glassful of warm water, thoroughly mixed, 
and used in a spray to the affected parts— 
an ordinary spray being filled with just 
enough of the solution to enable the appara- 
tus to operate. 

The rest of the solution in the glass is 
then further diluted with water to make a 
glassful, all of which is then used at the 
one period for the gargle and mouth-wash, 
taking at least five minutes to the operation. 

Then the spray is used once more, ,di- 
recting it first against any unaffected parts 
adjacent to the lesion and, finally, again to 
the parts that are involved. 

Following the above procedure, a five- 
grain troche or tablet of potassium chlorate 
is allowed to dissolve on the tongue, in- 
structing the patient to swallow as little as 
possible of the saliva, to avoid the irritant 
action of this salt on the stomach and the 
kidneys and its tendency to form methema- 
globin in the blood. Fortunately, the unde- 

sirable actions of the potassium chlorate are 
not produced from a small quantity swal- 
lowed, and he usually recommends that on 
retiring the patient put one tablet between 

















the lower lip and the gum so as to keep up 
The position of the tablet 
should be shifted whenever the patient 


its influence. 


awakens. 

As Fischer says he has seen cases of al- 
most all durations freed from Vincent’s or- 
ganisms, and be well on the way to recovery 
in three days, naturally he considers it the 
treatment par excellence for this infection. 


Tuberculous Adenitis Treated by 
Radium. 

Gosse, in the Lancet of April 24, 1926, 
states that the cases which he reports were 
of all ages, from a few months to compara- 
The cases of children did 
best, but improvement is to be looked for 
at any age. 


tively old age. 


Those patients who had re- 
ceived previous «x-ray treatment did not 
respond to radium so quickly as those who 
had not. 

In most of these cases the question of 
the removal of the glands by operation had 
been and the various reasons 
for negativing surgical means were as fol- 
lows: (1) The general physical condition 
of the patient. (2) Previous operation 
had been performed but disease had re- 
curred. 


discussed ; 


(3) The objection on the part. of 
the patient, or the parents, to what they 
believe to be the danger of the operation, 
but much more commonly to the fear of 
disfiguring scars remaining in the child’s 
neck afterwards. (4) In the more recent 
cases the doctor in charge of the case, hav- 
ing had good results in previous cases with 
radium, preferred to resort to that line 
of treatment from the first. (5) The op- 
eration for removal of tuberculous glands 
by surgery is now but seldom done. 

The action of the radium on the. tuber- 
culous glands has kindly been described for 
this article by J. C. Mottram, who writes 
as follows: “The cellular changes which 
follow the irradiation of tuberculous lym- 
phatic glands finally result in fibrosis. 
There is-an early disappearance of lym- 
phocytes, which either disintegrate or are 
phagocytosed by macrophages. The lym- 
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phoid myeloblasts, except after large doses 
of radiation, do not perish, and later may 
re-form lymphocytes. The lymphoid fol- 


‘licles atrophy, only the central cells remain. 


The endothelial meshwork of the gland 
remains little altered, except for a great 
increase of fibrous tissue, so that the whole 
gland, shrunken from the loss of lym- 
phocytes and other cells, comes to consist 
of narrow spaces lined by endothelial cells 
running through thick fibrous tissue. In 
this tissue the tubercles persist, more es- 
pecially the giant cells, and here tubercle 
bacilli have been found persisting many 
months after radiation. It has been con- 
cluded from these appearances that the 
good clinical results are due to the creation 
of a site unfavorable to the growth of the 
tubercle bacillus, rather than to any direct 
action of the radiation on the bacillus. The 
dose of radiation given is always very 
much less than the lethal dose for the bacil- 
lus; nevertheless, a direct action on the 
bacillus may also be a factor, for the reason 
that it is well known that sublethal doses of 
radiation effect a lowering of the virulence 
of bacilli.” 


The Physiologic Effects of Ammonium 
Chloride. 


KeitH and WHELAN, in the Journal of 
Pharmacology and Experimental Thera- 
peutics for April, 1926, state that ammo- 
nium chloride has been shown to produce 
striking diuresis both in the normal person. 
and in patients with edema. Haldane has 
demonstrated that in the normal person am- 
monium chloride causes a definite acidosis, 
as indicated by decreased alveolar carbon 
dioxide tension and increased acidity and 
ammonia content of the urine. Such re- 
sults indicate that the chlorine ion is read- _ 
ily broken off and acts as hydrochloric acid 
in the body. 

In the present experiments, the authors 
wished to determine the fate and action of 
the two component parts of the salt, am- 
monia and chlorine, following intravenous 
injection of 0.05 gramme for each kilo- 
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gramme of body weight in dogs (0.1 
gramme injected each minute). They 
found that the ammonia content of the 
blood became normal in thirty minutes and 
that the urea content remained the same 
as before injection. When the amount in- 
jected was increased to 0.1 gramme for 
each kilogramme of body weight, the am- 
monia nitrogen in the blood became normal 
two hours later, while the urea showed a 
marked rise which persisted for half an 
hour. The urinary excretion in two such 
experiments showed, in one, a decrease in 
the amount of ammonia excreted, but in' 
the other a slight increase, and in both a 
distinct rise in the concentration and total 
excretion of urea. A similar dose of 0.1 
gramme for each kilogramme was admin- 
istered intravenously to a dog before and 
after removal of the liver. In the latter 
the ammonia nitrogen content of the blood 
remained abnormally high for six hours; 
the blood urea did not rise, and there was 
an increased excretion of ammonia but de- 
creased elimination of urea in the urine. 
Such experimental results would indicate 
that urea can be rapidly formed from the 
ammonium ion very soon after ammonium 
chloride is injected into the blood. In nor- 
mal man, and in patients, following the 
daily ingestion of approximately 0.14 
gramme for each kilogramme for three or 
four days, there isa rise in the ammonia 
nitrogen, urea nitrogen, and chlorine, and 
a fall in the combined carbon dioxide in the 
blood. The urine shows a very definite in- 
crease in the excretion of chlorine, ammo- 
nia nitrogen, urea nitrogen, and total nitro- 
gen. ; 
Ammonium chloride was administered to 
a patient with marked edema and ascites 
and a chlorine content of the plasma much 
below the normal threshold, 276 mgm. per 
cent. Within a few days the plasma chlo- 
riné content was raised and held at the nor- 
mal level, 340 mgm. per cent. Previously, 
organic mercury compounds had failed to 
produce diuresis, but with the increase of 
the plasma chlorine content to normal, sat- 
isfactory marked diuresis occurred. 
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From these experiments in the dog and 
man, one would conclude that ammonium 
chloride, on its entrance into the blood 
stream, is very quickly broken down into 
ammonia and chlorine, that the ammonia 
rapidly forms urea as indicated by the in- 
creased urea in the blood and urine, and 
that the chlorine gradually, but more 
slowly, produces acidosis. Such results 
indicate that the increased excretion of 
ammonia in former animal experiments and 
in human beings is secondary to the acidosis 
and not due to the ammonia of the salt 
administered. 


Mercurochrome-220 Soluble, Foreign 
Protein, and Sugar in the Treat- 
ment of Gonorrheal Urethritis 
and Complications. 


Porter and RepEWILL, in the United 
States Naval Medical Bulletin for April, 
1926, state that by the use of the diphenyl- 
carbazide test for mercury in the seminal 
fluid and the mercurochrome kidney func- 
tion test it is possible, with the first intra- 
venous mercurochrome injection, to detect 
patients that are not suitable for the con- 
tinuous use of the drug. They treated 200 
cases and made experiments on animals as 
well. 

By the Rackemann skin test one can de- 
tect within fifteen minutes if a patient is 
sensitized to non-specific foreign protein. 

By observing careful technique and with 
the proper selection of media it is possible 
to obtain cultures of bacteria in a large per- 
centage of acute and chronic infections. 

Milk and sugar, when injected alone, each 
has a diaphasic action with a negative fol- 
lowed by a positive phase. Sugar added to 
milk ‘alleviates shock which may result if 
foreign protein is used alone. 

There are a number of disease conditions 
in which this treatment is contraindicated. 
If the cases are not properly selected, in 
giving this combined injection, serious re- 
actions may result. 

In the animal experimentation, the com- 
bined use of mercurochrome, foreign pro- 




















tein, and sugar cleared up staphylococcus 
infection more decidedly and in a shorter 
time than when either of the drugs was used 
alone. 

Milk and activate the 
chrome, increase its bactericidal power, pene- 
tration, and permeability into the tissues, and 
stimulate a greater excretion of the dye 
from the glands, as is proved by the 


sugar mercuro- 


diphenylcarbazide and mercurochrome kid- 
ney function tests. 

The most striking results are the rapidity 
which will 
respond to the combined mercurochrome 
foreign-protein sugar treatment and the few 


complications which ensue. 


with acute gonorrhea cases 


A Study of the Toxin of Pernicious 
Anemia. 


In the Journal of Pharmacology and 
Experimental Therapeutics for April, 1926, 
MACHT states that in a previous paper on 
the toxin of in association 
with Lubin, he showed that by means of 
phytopharmacological preparations the pres- 
ence of a poison or toxin in the blood of 
menstruating individuals can be detected. 
While examining specimens of blood from 
normal and menstruating women he: hap- 
pened to test a specimen of blood from a 
case of pernicious anemia and found it to 
be highly toxic for plants. The toxicity 
was even greater than the most toxic speci- 
mens of menstrual blood. Inasmuch as the 
above specimen came from a man it was 
thought worth while to study other cases 
of pernicious anemia by the phytopharma- 
cological method. A larger series of cases 
of normal blood and blood from various 
anemias as diagnosed clinically and mor- 
phologically were examined, and it was 
found that the blood serum from cases of 
pernicious anemia behaved differently from 
that of all the other cases examined. 

The tests were made on living seedlings 
of Lupinus albus described by the author 
elsewhere. It was found that whereas the 
index of growth given by a one-per-cent 


menstruation 
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solution of normal human blood was 75 
per cent, the average growth of coefficient 
given by 48 cases of pernicious anemia was 
44 per cent, some of the specimens giving 
as low a figure as 28 per cent, and none 
of them giving a higher figure than 51 per 
Specimens of severe secondary 
anemias and specimens obtained from pa- 
tients suffering with carcinoma, pellagra, 
lymphatic and myelogenous leukemias and 
Hodgkin’s disease were all found to be but 
little toxic for the plants, so that the author 
had no difficulty in diagnosing cases of per-— 
nicious anemia by -examining unknown 
samples of blood by the phytopharma- 
cological method. These observations seem 
to speak in favor of a toxic etiology for per- 
nicious anemia. They are also considered 
by the author of considerable value in mak- 
ing a differential diagnosis of pernicious 
anemia in doubtful cases; and furthermore 
they should prove useful to investigators in 
the search for the causative agent of the 


cent. 


disease. 


Observations on a Case of Adams- 
Stokes Syndrome Successfully 
Treated by Adrenalin. 


Levine and Matton, in Heart, vol. xii, 
Nos. 3 and 4, 1926, report a case of Adams- 
Stokes disease in which attacks of syncope 
lasting from several seconds to about five 
minutes occurred, and in which ventricular 
Dur- 
ing the very long attacks adrenalin chloride 
1 cc. of 1:1000 was injected directly into the 
heart and was followed by prompt recovery. 
In one of these, and for a period of five 
minutes, no heart-beat could be seen, heard 
or felt. It is suggested that under such 
circumstances the customary beneficial ef- 


fibrillation and asystole were present. 


fects from adrenalin if given subcutaneously 
would not be obtained, as the circulation is 
then at a standstill. 

In one of the major attacks, from which 
the patient recovered, ventricular fibrillation, 
lasting three and a half minutes, and fol- 
lowed by complete inactivity of the ventri- 
cles for 79 seconds, was displayed. 
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Endocarditis and Its Treatment. 


Horner, in the Lancet of April 24, 1926, 
in a lecture on this topic says that chemo- 
therapy, despite the enormous number of 
drugs that have been tried at one time or 
another, has so far been of little real help. 
And this is true whatever route the drugs 
have been used. Yet it must not be con- 
cluded that we shall not ultimately find some 
remedy of a chemical nature which shall 
assist the tissues in their interaction with 
the infecting agent; for the crude notion 
that a chemical remedy can only help in 
microbic infections by a direct bactericidal 
action is, of course, no longer tenable. Of 
late years new claims have been made on 
behalf of arsenic, especially when given 
intravenously. Needless to say, when the 
arsenobenzol series of drugs arrived they 
were given full trial in septic endocarditis, 
but, so far as he can find, without any per- 
manently good results. Of immediately 
serious results by way of cerebral embolus 
he saw not a few, and he gathers that this is 
the experience of others. He has given 
Capps’ sodium-cacodylate treatment a very 
thorough trial, but has so far seen nothing 
to lead him to the conclusion that the patient 
has benefited more than is usual with so 
good a hematinic remedy as this proves to 
be in many infections. Capps gives daily 
injections of the drug intravenously, begin- 
ning with 1 gr. and increasing gradually up 
to 5 gr. In all Horder has treated 12 cases, 
and he has in half of these given larger 
doses than Capps has recommended. He has 
also, following Capps’s suggestion, followed 
up the treatment for many weeks. There 
is certainly this to be said for the drug: it 
is singularly free from ill effects. 

He thinks it is clear, from all we know 
of the disease, that recovery, whether by the 
aid of remedies -used or occurring spon- 
taneously, must of necessity be very slow if 
it is to be safe. When we remember the 
characters of the vegetations, and the ease 
with which they separate off as emboli, it is 
obvious that any remedy which acted as 
quickly as, for example, a grand lavage of 
the blood stream by some reputed blood anti- 
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septic, would endanger death from cerebral 
embolism, And when we recollect the deep 
colonization of the infecting microorgan- 
isms in the valves, it is equally obvious that 
no such lavage is likely to kill these, seeing 
they are to a large extent outside the direct 
blood stream. He says as little credit can be 
given so far to measures of immunotherapy 
as to those of chemotherapy. And this ap- 
plies to all the permutations and combina- 
tions of antigen and immune serum that the 
mind of the immunologist—not a mind lack- 
ing in fertility and inventiveness—has so 
far devised. The latest of these is immuno- 
transfusion, which, though it is claimed that 
this method raises the bactericidal power of 
the blood, has not so far been more success- 
ful than other methods. 

A method of treatment which raises the 
bactericidal power of the blood as tested 
outside the body gives us no guarantee that 
it will do this inside the body; or, if it does, 
that the rise in bactericidal power will be 
sufficient, within the limits of the method, to 
turn the scale against the infecting agent 
and in favor of the patient. These things 
would be very puzzling did we not know of 
stranger facts—the fact, for example, that, 
apart from any immune therapy whatever, 
the blood in many cases of chronic septic 
endocarditis is extremely rich in certain 
antibodies specific to the microorganism 
isolated from the patient’s circulation. And 
yet such patients may, all the time, be losing 
ground slowly but surely. 

In opening a discussion upon chronic 
septic endocarditis at Cambridge in 1920, 
when speaking of curative treatment, Hor- 
der raised the point as to whether we ought 
not to deal with these patients on much the 
same lines as we follow in cases of chronic 
tuberculosis, bearing in mind, of course, the 
difference in the organs affected. He has of 
late years concentrated more and more upon 
non-specific measures as for a disease of 
“low resistance.” He treats as many cases 
as possible in the open air, with sunlight, 
natural and artificial. He supplements this 
by a long series of intravenous and intra- 
muscular injections of sodium cacodylate. 
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Sometimes he has found, as others have, 
that simple transfusions of blood are of con- 
siderable help. These are the only measures 
he knows of that seem to give the patients 
the best chance of overcoming their usually 
intractable infection. 


Results with Tryparsamide in the 
Treatment of Neurosyphilis. 


In the American Journal of Syphilis for 
April, 1926, Berc reports that with the ob- 
ject of testing the therapeutic efficacy of 
tryparsamide and keeping in mind the diffi- 
culties of securing penetration into the 
spinal fluid, he employed in half of the cases 
observed the extra technique of spinal drain- 
age with the introduction of a hypertonic 
salt solution, using 25 cc. of 30-per-cent 
sodium chloride, administered intravenously, 
to determine whether this method possessed 
any great advantage in securing a greater 
penetrability of the drug into the nervous 
tissues than simple intravenous medication. 
In all cases, before treatment was instituted, 
a painstaking ophthalmoscopic examination 
was made. All cases showing any signs of 
optic neuritis were discarded because of the 
danger of precipitating an optic atrophy due 
to the toxic action of tryparsamide as deter- 
mined by previous investigators. Each 
treatment consisted of eight doses of 3 gm. 
of tryparsamide given at weekly intervals, 
accompanied in half of the cases by one 
grain of mercury, salicylate intramuscularly, 
and in the other half by spinal drainage and 
one-sixth of a grain of biniodide of mercury 
three times a day, by mouth. 

Continued observation for a fairly long 
period has convinced him of the value of 
tryparsamide in producing clinical improve- 
ment in over 40 per cent of cases selected 
without any particular care to take only 
those which would be most favorably influ- 
enced by treatment, observing only the pre- 
cautions not to take those susceptible to 
optic nerve damage. In addition, he has 
found another 5 per cent at least moderately 
improved by treatment. 

The improvement in the clinical symp- 
toms is not often accompanied by a corre- 
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sponding change in the Wassérmann reac- 
tion, as many of his markedly improved 
patients were found to have strongly posi- 
tive Wassermanné§ at the end of treatment. 
However, in a small group of cases it was 
possible to succeed in changing the Wasser- 
mann from positive to negative, and this 
was associated with clinical betterment. 

He found a decided reduction in the cell 
count in a large number of cases, many of 
which were reduced from a rather high cell 
count to zero, or within normal limits. 

The use of tryparsamide intensively is 
indicated in neurosyphilis, as by it one may 
hope to secure definite improvement in a 
fairly large percentage of cases, and in a 
small percentage to achieve a corresponding 
serologic improvement. 

The untoward action of the drug can be 
guarded against by careful routine ophthal- 
moscopic examination and its immediate ces- 
sation, with the institution of eliminative 
measures, should transitory visual symptoms 
occur, 

Clinical improvement was indicated in 
many of his cases during the first and sec- 
ond courses of treatment. 

It is necessary to continue treatments even 
after decided clinical betterment has taken 
place. Further courses should:be instituted 
after the pat’ent has had a rest of several 
months, and five and even six courses may 
be followed out without danger to the 
patient if proper precautionary measures 
are taken. 


The Re-establishment of Breast Milk. 


Moore and DENnis, in the Medical Re- 
view of Reviews for April, 1926, state that 
in their clinics the reéstablishment of 
breast milk is attempted for every baby 
that is prematurely weaned, provided it has 
not, been weaned more than six weeks. 

The method employed includes putting 
the baby five times a day at, each breast and 
manual expression for twenty minutes after 
‘ach nursing. 

In their Infant Welfare Clinic, seventy- 
seven consecutive cases registered under 
three months showed 82 per cent breast-fed 
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on entrance. By increasing the milk in 
those cases partially breast-fed and _ re- 
establishing a flow in five other cases, at 
nine months of age, a total of 88 per cent 
were receiving no milk other than that sup- 
plied maternally. 

In their private clinic forty-one consecu- 
tive cases showed only, 51 per cent entirely 
on the breast when registered under three 
months of age, while at nine months 75 per 
cent were so fed. 

Details of two cases are given in their 
paper ; one baby had been weaned for three 
weeks, the other for eight weeks. By util- 
izing modern methods they feel that it is 
possible for every mother to nurse her baby 
if she is well enough to care for it. 


The Effect of Phenolbarbital “Luminal” 
and Some Other Barbituric Acid 
Derivatives upon Cerebral 
Circulation. 


GRUBER and Roperts, in the Journal of 
Pharmacology and Experimental Therapeu- 
tics for May, 1926, affirm that all the barbi- 
turic acid derivatives tested cause dilatation 
of the cerebral vessels. 

Sodium phenolbarbital 50 or 100 mgm., 
when dissolved in Ringer’s solution pH 7.6 
modified by the addition of autogenous 
defibrinated blood to 20 per cent and in- 
jected into a perfusate of the same fluid, 
produced marked cerebral vasodilatation. 
If the same quantity of sodium phenolbar- 
bital is dissolved in Ringer’s solution pH 7.6 
and injected into a perfusion fluid of 
Ringer’s pH 7.6 having the same tempera- 
ture, etc., vasoconstriction resulted. 

The vasoconstriction noted with sodium 
phenolbarbital is due, they believe, to the 
change in pH of the fluid perfusing through 
the brain. 

Fluids with a pH less than the perfusate 
when injected into it increase the rate of 
perfusion flow (vasodilatation), and fluids 
with a pH greater than that of the per- 
fusate when similarly injected cause de- 
creased rate of perfusion flow (vasocon- 
striction ). 
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In the brain as in other organs the bar- 
bituric acid derivatives act directly upon the 
vessel wall in producing vasodilatation. 

Gruber and Roberts think the beneficial 
results from the administration of phenol- 
barbital in epilepsy may be in part due to its 
cerebral vasodilator action. 


The Pathogenesis of Death from Burns. 


In the American Journal of the Medical 
Sciences for May, 1926, GREENWALD and 
I-LIASBERG report two clinical cases of burns 
with marked changes in blood-sugar con- 
tent—that is, hypoglycemia. [The use of 
carbohydrate foods is therefore indicated. 
—Ep.] 

Experiments on ten rabbits were carried 
out to study the effects of superficial burns 
on the blood-sugar content of the organs 
concerned with carbohydrate metabolism. 

In rabbits the cause of death may be 
divided into two stages: (a) Initial stage, 
due to shock, which is accompanied by a 
high blood-sugar content due to hyperactiv- 
ity of the suprarenals; (b) secondary stage, 
due to degenerative changes, particularly in 
the suprarenals. é‘ 

The administration of adrenalin is to be 
restricted only to the secondary stage of 
suprarenal exhaustion, and is contraindi- 
cated in the primary stage. 


Osteomalacia in Children. 


Dwyer and EcKELBERRY in the Ameri- 
can Journal of Diseases of Children for 
May, 1926, report two cases of osteomala- 
cia occurring in children. Studies on the 
mineral. metabolism indicate that there is a 
lowered retention of calcium, magnesium, 
and phosphorus. In one patient the cal- 
cium loss reached a negative balance. A 
brief review of the literature on the etiol- 
ogy of osteomalacia and its relation to 
rickets is presented. 

[As indicated by a Progress item in the 
GAZETTE some time since strontium lactate 
seems to have the power of raising the re- 
tention of calcium.—Ep. | 

















The Treatment of Eclampsia. 


In the Virginia Medical Monthly for 
May, 1926, Rucker states that if preg- 
nancy, as undoubtedly it is, be the prime 
requisite for eclampsia, it would seem logi- 
cal to end the pregnancy as quickly as pos- 
sible. These patients, however, are bad 
surgical risks, and the less they are dis- 
turbed the better the results. Stroganoff, 
whose wonderful results have attracted 
world-wide attention, and also considerable 
skepticism, insists that the patient be treated 
in a darkened room free from all noise. He 
even anesthetizes his patients whenever a 
hypodermic is given. A loud noise or the 
jarring of the bed may precipitate a convul- 
sion, and with each convulsion the case 
gets more desperate. During the clonic 
part of the spasm something should be 
done to prevent the patient from chewing 
her tongue. Various things are used, the 
best of which is a towel or napkin rolled 
up and placed between the teeth, just as a 
bit is put in a horse’s mouth. Care should 
be taken not to push the’ lips between the 
teeth with the cloth bit. This carries the 
tongue back out of the way and places 
something soft between the teeth. When 
he sees clothes-pins, sticks or spoon han- 
dles placed between the teeth, he always has 
the fear of a tooth being broken off or dis- 
lodged and of its getting down the patient’s 
throat. The patient should be kept on one 
side with her head low to minimize the dan- 
ger of an aspiratory pneumonia. Should 
the patient not begin to breathe after a con- 
vulsion she should be pulled over on her 
face, crossways the bed, and artificial res- 
piration be given by pushing down on the 
short ribs at the rate of eight or ten times 
a minute. Autopsies have been reported 
where the cause of death has been found to 
be a solid portion of vomited food lodged 
at the glottis. 

Among the drugs that are relied upon to 
control convulsions, morphine has long held 
first place. It enters largely into the Stro- 
ganoff, the Rotunda and the McPherson 
treatments. The initial dose is usually a 
half-grain, and it is repeated in one-fourth- 
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some effect from it. Some authors rec- 
ommend that it be given until the rate gets 
down to eight per minute. Most authori- 
ties are content, however, to get the respira- 
tory rate down to twelve or fourteen per 
minute. At the last meeting of the Eastern 
and Mid-Western Anesthetists, Rucker 
heard Greudel talk on the dosage of mor- 
phine as an adjunct of anesthesia. He said 
it was foolish to have a fixed dosage for 
morphine. The curve of the reflex irrita- 
bility varies directly with the metabolic rate 
of the patient, and anything, as, for in- 
stance, fever, that caused an increase in 
metabolic rate called for a larger dose of 
morphine. This may be the explanation of 
the tremendous doses that can be safely 
given to eclamptics. Rucker himself has 
given over five grains in less than eighteen 
hours. 

He believes that the best treatment of 
eclampsia is the preventive one. Pre- 
eclamptic conditions should be _ relieved 
promptly so as to avoid subsequent kidney 
complications. 

Eclamptics are easily shocked and should 
be guarded as far as possible from anything 
that produces shock. 

Our first aim should be to stop the con- 
vulsions as quickly as possible, relieve the 
coma, and lower the blood-pressure. Mag- 
nesium sulphate gives promise of being es- 
pecially useful for these purposes. Mor- 
phine in full doses, chloral hydrate and 
sodium bromide are the most used drugs for 
controlling the convulsions. Venesection 
lowers blood-pressure and relieves edema 
of the lungs. — 

The next aim should be to supply fluids 
in the form of glucose solution per rectum 
(5 per cent), under the skin, or intrave- 
nously (10 per cent); and water by mouth 
if the patient is conscious, or by stomach 
tube if she is comatose. 


The patient should be kept under the in- 
fluence of sedatives for several days after 
the convulsions have stopped, during which 
time she should be fed very cautiously with 
carbohydrates. 
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For the best results, the patient should 
have constant medical attention. 

After the attack the patient should be 
under medical supervision for at least three 
years, especial attention being paid to pre- 
serving kidney function. 


Blood Changes in the Antepartum and 
the Postpartum Period of Young 
Mothers. 


HANDELMAN, RosE and SHERWIN, in the 
Archives of Internal Medicine for May, 
1926, believe it is hardly necessary to em- 
phasize the fact that many difficulties sur- 
round the study of mineral metabolism, and 
that as a result we have relatively no trust- 
worthy information about the subject. It is 
certain that the minerals are essential to 
normal growth and nutrition, and one can 
easily appreciate the far greater impor- 
tance these factors assume when the dis- 
cussion concerns pregnancy. 

The formation of the fetus involves not 
only ordinary growth but also an enormous 
growth of bone tissue. Calcium, together 
with phosphorus, is important in bone for- 
mation. Calcium also plays a significant 
role in the coagulation of the blood, the 
contraction of muscle, the permeability of 
cells, and the regulation of blood sugar. 
The softening of the teeth and the concomi- 
tant tendency to decay during pregnancy 
may be due to the lack of sufficient calcium 
in the diet to supply both the fetus and the 
mother. 

The phosphorus is a constituent of all 
nuclear material, and with magnesium and 
calcium gives hardness to bone. Both of 
these materials, therefore, are intimately 
connected during -gestation, and the fact 
that, despite the enormous drain on them, 
the mother is able to keep a normal level is 
both interesting and suggestive of more 
detailed studies. 

The creatinine is a substance about which 
there has been considerable interest. Es- 
pecially is this true of the creatinine of 
women. It is an index of endogenous pro- 
tein metabolism, the amount of excretion 


THE THERAPEUTIC GAZETTE 








varying per day and depending on the size 
of the individual, or rather of the proto- 
plasmic mass. It is materially altered in 
physiologic crises, such as regeneration of 
tissues, fevers, wasting diseases, and the so- 
called premortal rise on prolonged fasting. 
For which reasons it has been considered of 
unusual significance during the period of 
the fetal growth. 

In concluding, they summarize as fol- 
lows: 

1. The calcium concentration of pregnant 
women during gestation was found to be 
normal, with a slight decrease immediately 
after parturition and a rise to high normal 
just before dismissal. 

2. Pregnancy did not alter the phosphorus 
content of the blood of the group studied, 
nor was there any change during the post- 
partum period. 

3. High normal concentrations of crea- 
tinine were found in the blood during the 
antepartum and the postpartum periods. 

4. The output of creatinine in the urine 
was increased during the fetal formation 
but returned to normality immediately on 
parturition. 





Goitre in Children in New York City. 


CoHEN, in the American Journal of Dis- 
eases of Children for May, 1926, says that - 
to aid in the prevention and cure of simple 
goitre, it is suggested that physicians in 
“non-goitrous” centers. be impressed with 
the importance of regarding simple goitre 
as a symptom of relative or absolute defi- 
ciency of iodine in the thyroid gland and of 
undertaking its prevention, early recogni- 
tion, and cure, especially during adolescence 
and pregnancy. That they consider the 
advisability of administering very small 
doses of iodine regularly to pregnant 
women, and thus possibly diminish the ten- 
dency to goitre at puberty. 

That the medical service, especially in 
high schools, but also in colleges, teachers’ 
training schools, and elementary schools, 
include an examination and notation of the 
condition of the thyroid gland. That cases 






















































of thyroid enlargement be reported to par- 
ents, with instructions to seek medical 
advice. 

That parents be informed that simple 
goitre can be prevented and cured, especially 
in the early stages of development, by 
minute doses of iodine; that they be. im- 
pressed with the importance of preventing 
and curing simple goitre, especially during 
adolescence and pregnancy, and that they 
be encouraged to seek periodically medical 
advice for their children and for themselves. 

That the codperation of the medical pro- 
fession be enlisted through appropriate 
channels, the boards of health, the academies 
of medicine, etc., and that public health in- 
formation be given on the method of goitre 
prevention and cure. 

That the hygiene of all girls at puberty 
be supervised with great care as to rest and 
diet, and freedom from nervous excitement 
and fatigue. Instruction should be given in 
the need of iodine-containing foods—sea 
foods, especially. 

That because of the comparatively small 
incidents of simple adolescent goitre in New 
York City, its mild type and its‘tendency to 
regress spontaneously after puberty, great 
care should be taken not ‘to alarm the public 
by unduly or unwisely stressing the condi- 
tions. 


Exsanguination-Transfusion in the 
Treatment of Mercuric Chloride 
Poisoning. 


In the Journal of Laboratory and Clinical 
Medicine for May, 1926, HASKELL, HamIt- 
TON, and HENDERSON report that the dose of 
4 mg. of mercuric chloride intravenously is 
fatal to the great majority of dogs, unless 
there is reason to suspect faulty technique. 

After the injection of 4 mg. mercuric 
chloride per kilogramme intravenously into 
dogs, the removal of large amounts of blood 
and the subsequent injection of a compatible 
blood from another animal or of a solution 
of bicarbonate of soda, 1 to 5 per cent, 
appears to have not the least value, as 
judged by the early death of the animals 
treated in this manner. 
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An Occupational Disease Among Zinc 
Workers. - 


McCorp and FRIEDLANDER, in the 
Archives of Internal Medicine for May, 
1926, report that in a small galvanizing plant 
they have detected wide-spread gastrointes- 
tinal conditions, varying from gastroenteritis, 
in the younger workers, to well-established 
gastric and duodenal ulcers among workers 
employed for a long time. Twelve out of 
fifteen workers employed seven years or 
longer have presented severe gastrointestinal 
lesions. 

In a second plant, in which all employees 
are new at this work (less than six years), 
and in which the general work conditions 
are better and exposure to trade process 
fumes is much less, no cases of this gastro- 
intestinal disease have been found. 

They have shown the accidental forma- 
tion of zinc sulphate and zinc chloride at 
levels and under conditions that involve ex- 
posure on the part of the workers in 
Plant 1. 

In all workers whose urine has been 
tested, zinc has been found in quantities in 
excess of the accidental urine content from 
food, galvanized iron pipes, etc. 

These patients have not presented the 
characteristics of other occupational disease 
hazards attending galvanizing. 

The authors have sought to stress the 
occurrence of multiple hazards in the gal- 
vanizing industry. On this account they 
feel unwarranted in drawing any precise 
conclusions as to the etiological factor in 
these cases. Although they attach signifi- 
cance to zinc as a causative agent, they 
accept various other substances as possible 
contributing factors. They also believe that 
the unhygienic conditions of the work place, 
together with the physical type of worker, 
favor the occurrence of the conditions they 
have described. 

A close resemblance is seen between their 
observations of lesions among zinc workers 
and the findings in the literature referred 
to in which study has followed the admin- 
istration of single, chemically pure sub- 
stances. Our concept that zinc is capable 
of producing chronic systemic poisoning is 
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aided (a) by the work of Mallory and 
Parker in obtaining kidney lesions from 
pure metallic zinc implanted subcutaneously, 
thus disproving the often repeated statement 
that metallic zinc is non-poisonous; (b) by 
the work of several authors establishing 
stored zinc in appreciable quantities in 
various organs and tissues and in excreta 
of zinc workers, long after the discontinu- 
ance of zinc work; (c) by the creation of 
alimentary tract lesions by pure zinc salts 
administered intravenously and by mouth. 
A long period of time expressed in years 
(from five to twenty) appears necessary for 
the production of the lesions described. 





Excessive Vomiting of Pregnancy. 


In the Virginia Medical Monthly for 
May, 1926, CALKINS states that the only 
excuse he has for presenting this paper is 
to offer a plan of treatment which, in the 
hands of many men, has proven eminently 
successful, and which, in their hands, has 
obviated the necessity of performing a 
therapeutic abortion on pregnant women 
who are vomiting. This treatment is not 
new, nor has he had any part in developing 
it. It was taught to him as a medical stu- 
dent by Litzenberg, who has used it rou- 
tinely and successfully for about twenty 
years. During those twenty years he has 
had one failure, where a therapeutic abor- 
tion became necessary. He has had the op- 
portunity of using this treatment on approxi- 
mately two hundred cases, and so far has 
not had a single failure. There were a few 
cases in the group which were improved 
only. The great majority should be called 
cured. Following is the routine which he 
employs in the severe cases: 

They are put to bed, either in the hos- 
pital or in the home, and the lower bowel 
thoroughly cleaned out by repeated enemata. 
Then, after a period of a couple of hours, 
the definitive treatment is begun. They are 
given by rectum 60 grains of sodium bro- 
mide in two or three ounces of water. This 
medication is repeated every six hours so 
that the patient receives four doses of 60 
grains, a total of 240 grains, in each twenty- 
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four hours. It is usually necessary to place 
the patient on complete starvation for the 
first twenty-four hours, neither solids nor 
liquids being allowed. This will serve to 
stop the retching, which may otherwise con- 
tinue. At the end of the twenty-four-hour 
period feeding is begun. At first small 
amounts of either liquids or solids are 
allowed, as desired by the patient. The 
heavy doses of the bromide are continued 
for a varying period of time, according to 
the severity of the vomiting and the re- 
sponse of the patient. It is very impor- 
tant that the patient receive the full 60 
grains at each dose, and that the dose be 
repeated at each six-hour interval in the 
beginning. A dose of 50 grains does not 
seem to suffice, nor is it satisfactory to give 
four doses during the waking hours and 
allow a longer period or interval to elapse 
during the night. Usually the patient will 
be so well under the effects of bromides 
after two or three days that the dose can 
then be gradually diminished. He usually 
drops down to a 50-grain dose; then, after 
a period of another two or three days, to a 
40-grain dose; and then, at the next step, 
begins giving 20 grains by mouth, preserv- 
ing the six-hour isterval as nearly as pos- 
sible. During this time the feeding is in- 
creased and the patient rather rapidly gotten 
up to a truly high carbohydrate diet. Co- 
incidentally with this increase in diet, he 
attempts to increase the fluid intake as well, 
in order to combat the dehydration which is 
generally present. 

Most of these patients, before treatment 
has been started, have lost a considerable 
amount of weight. This weight loss is best 
restored by a high intake of fluids and car- 
bohydrates. He usually tells these people, 
much to their surprise, that they may have 
a box of candy. The period of rest in bed 
is well advised because in that way the full 
effect of the increased diet can best be 
obtained. A week or ten days is the usual 
rest period necessary. 

Most of these people cease vomiting be- 
fore the third dose of bromide has been 
given and do not vomit thereafter. It is 


not at all uncommon that no further vomit- 
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ing occurs after the first dose of bromide 
is given. It is necessary at this point to 
sound two warnings: First, that the dosage 
must not be decreased too rapidly, and, sec- 
ond, that it should not be stopped too soon. 
The medication should be continued in 
small doses, 10, 15 or 20 grains three times 
daily, over a period of two to six weeks 
after the heavy medication has been stopped. 

The milder cases can be quite satisfac- 
torily treated, although with not as brilliant 
results, by a less vigorous régime. Where 
the vomiting occurs only once a day or the 
patient is suffering from a nausea only, he 
usually does not feel like insisting upon the 
full treatment outlined above, and attempts 
to go part way by merely prescribing a 
high carbohydrate diet and bromides in 15- 
or 20-grain doses by mouth. These people 
are nearly always improved, but are not 
as quickly nor as thoroughly cured by these 
measures as are the severe cases. 





The Action of Digitalis on the Frog 
Heart and Its Modification by 
Quinidine. 

In view of the fact that there is some 
difference of opinion as to the wisdom bf 
administering quinidine simultaneously with 
digitalis in cases of ruptured compensation 
with auricular fibrillation, the following 
summary of an article by Cattell in the 
Journal of Pharmacology and Experimental 
Therapeutics for May, 1926, is of practical 

interest : 

The action of digitalis in gradually reduc- 
ing the amplitude of contraction in the iso- 
lated frog heart perfused by Straub’s 
method gives a possible means of assaying 
the strength of preparations. The period 
elapsing between the beginning of perfusion 
and complete standstill of the heart varies 
considerably in different preparations, but 
the time taken for the reduction of the am- 
plitude of contraction to half the initial 
extent is relatively uniform. 

The “block” resulting from the action of 
digitalis on the frog heart under the condi- 
tions of these experiments is of gradual de- 
velopment, resulting from a decrease in 
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amplitude of the alternate ventricular beat 
until it becomes imperceptible. This grad- 
ual development of the condition suggests 
that it is the result of some action of digi- 
talis on the heart muscle, rather than from 
an effect on the conducting system. 

The speed of digitalis action is slowed by 
previous exposure of the heart to quinidine 
solutions. In these experiments it took on 
the average 66 pet cent longer for the digi- 
talis to produce its characteristic effects 
when the heart was first perfused with 
quinidine. Quinidine added to the digitalis 
solution was ineffective in delaying the 
action of the latter drug. 

Digitalis appears not to modify the action 
of toxic concentration of quinidine. 





The Prevention of Rickets. 


In the American Journal of Diseases of 
Children for May, 1926, Witsown tells us 
that a study of infants, aged from one to 
three months, born in the spring and sum- 
mer of 1924, receiving graduated doses of 
one-half to one and one-half teaspoonfuls 
of a biologically tested cod-liver oil, revealed 
the development of clinical rickets in 91 
per cent of the subjects. 

A more intensive study of forty-seven in- 
fants, aged from two weeks, born in the 
winter of 1925, receiving daily doses of one, 
two and three teaspoonfuls of biologically 
tested cod-liver oil, showed the development 
of clinical rickets in 68 per cent of the cases, 
as compared with 76 per cent of the control 
series of thirty cases. 

Ninety-seven per cent of infants born in 
the summer, and 91 per cent of infants born 
in the winter, who received cod-liver 
oil showed roentgenographi¢ evidence of 
rickets. 

Ninety-seven per cent of the infants born 
in the summer, and 98 per cent of infants 
born in the winter, who did not receive cod- 
liver oil, showed roentgenographic evidence 
of rickets. 

Rickets was observed earlier by roentgen 
ray than by clinical examination, being ob- 
served in 4 per cent at one month and in 23 
per cent at two months of age, compared 
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with a total of 4 per cent at two months by 
clinical examination alone. 

By the fourth month, rickets was present 
in the majority of infants of both groups. 

The early age incidence of the develop- 
ment of rickets observed, indicates the ne- 
cessity for measures of prevention or con- 
trol to be instituted in the first month, par- 
ticularly for babies born in winter. 

The correlation of the clinical and roent- 
genographic evidence of rickets observed at 
the various age periods in this investigation 
indicate that active rickets is encountered 
most frequently in the first six months of 
life, and healing rickets after six months. 

There did not seem to be any relation 
between the degree of rickets observed and 
the amount of cod-liver oil received. 

The concentration of calcium and inor- 
ganic phosphorus in the serum of infants 
under five months of age, with early clinical 
and roentgenographic evidence of rickets, 
was found to be within the normal range. 

A comparison of the degree and incidents 
of rickets observed in infants receiving and 
not receiving cod-liver oil did not reveal any 
striking difference. 

Infants receiving cod-liver oil showed 
rickets that healed earlier than that of the 
control series. 

The nature of the relation of cod-liver oil 
therapy to the development of rickets, as 
observed in these studies, would seem to be 
one of control rather than of prevention. 





Exophthalmic Goitre Treated with the 
Roentgen Ray. 


SANGER, in the Archives of Internal 
Medicine for May, 1926, asserts that the 
improvement in symptoms following radio- 
therapy usually is quite rapid. In most 
cases after three treatments the patients 
feel distinctly better and appear less toxic. 
One of the most striking things noted is the 
early tendency to gain weight, and this often 
before there has been any fall at all in 
the basal metabolism. The extreme ner- 
vousness and sleeplessness soon disappear 
in the cases that are responding to treat- 
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ment. In early cases palpitation and tachy- 
cardia are soon lost, but this symptom- 
complex is more persistent in the cases of 
longer standing, as might naturally be ex- 
pected. When there has been a real myo- 
cardial change this may persist for a long 
time after all symptoms of the disease have 
disappeared, and the basal metabolism has 
reached normal. In occasional cases in 
which the damage has been great, it may 
continue permanently. Exophthalmos usu- 
ally is one of the last things to disappear, 
though in occasional cases it has dis- 
appeared like magic after only a few treat- 
ments. Usually it persists in some degree 
for a long time after the basal metabolism 
has reached normal, and in cases in which 
it has been extreme may never recede much, 
although all the other symptems will have 
gone and the patient be entirely over his 
hyperthyroidism. Tremor also tends to re- 
main till the metabolism has struck a nor- 
mal level, when it almost universally dis- 
appears. 

The value of careful basal metabolism de- 
termination in the follow-up of these cases 
cannot be overestimated. It is the gauge 
by which we regulate our treatment and 
reduce the activity of the gland to normal 
with the least possible chance of doing too 
little or too much. His system has been to 
give a series of three treatments three weeks 
apart, followed by a basal metabolism three 
weeks after the last treatment, and subse- 
quent series of treatments as indicated by 
the results of the test. Treatments must be 
given regularly every three weeks, till the 
basal metabolism is brought within the nor- 
mal limits. Any irregularity militates 
against the best results. When the met- 
abolism has reached normal, he follows the 
patient with basal metabolism determina- 
tions at monthly or two-monthly intervals 
for the first four to six months, after that 
every six months from then on, but the pa- 
tients are instructed to come in at any time 
between appointments if a return of their 
previous symptoms is noted. In this way 
any recurrence of a thyrotoxicosis is made 
out early, and can be depressed promptly 
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by little additional radiotherapy. A long- 
continued follow-up with frequent basal 
metabolism determinations is the only sound 
way of knowing the outcome of treated 
cases, and for this a personal follow-up is 
absolutely essential. 

Some of the most recent cases have not 
had a very long follow-up, but are included 
in this series, although an attempt to fol- 
low the histories for a number of years will 
be zealously made with a view toward in- 
creasing our knowledge of the ultimate re- 
sults of therapy and the final prognosis of 
the roentgen ray as a therapeutic agent. It 
will be seen that radiotherapy does not cure 
all cases, just as operation does not; but in 
a final analysis the results are as good with 
much less inconvenience and economic dis- 
ability to the patient. In a longer followed 
series it is his impression that the results 
will be better, as here we have an agent 
whose dosage and use can be closely con- 
trolled. It is not a haphazard matter of 
taking out just enough gland, not too much 
nor too little, a thing that comes only after 
a great deal of surgical experience, and 
even then does not lend itself to great ac- 
curacy. With radiotherapy controlled by 
frequent basal metabolism determinations, 
we can depress the activity of the gland to 
within normal limits, and by a watchful fol- 
low-up detect the first tendency to a sec- 
ondary rise, and if this should occur, 
promptly institute further treatment. 

Fifty patients with exophthalmic goitre 
have been carefully studied under roentgen- 
tay therapy. They were followed at fre- 
quent intervals during their course of treat- 
ment and subsequent to their recovery, with 
basal metabolism and clinical observations. 
Some have been followed for as long as 
five years. The great majority, 82 per cent, 
became entirely well and remained so. Of 
the remaining 18 per cent, 6 per cent were 
improved, 8 per cent were operated on, and 
4 per cent were lost to the follow-up clinic 
during the last year, so that the ultimate re- 
sult is doubtful. 

On the whole, the Roentgen ray offers a 
safe and satisfactory therapeutic procedure, 
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with a high percentage of cures, in cases 
of exophthalmic goitre. 

[It is not to be forgotten that many sur- 
geons definitely disagree with these views. 
—Ep.] 





Rheumatic Affections. 


In the British Medical Journal of May 1, 
1926, Orr tells us that in rheumatoid ar- 
thritis protein shock with B. coli vaccine 
given intravenously was the method he 
adopted in this disease, and about 60 per 
cent of the cases treated were undoubtedly 
benefited. On no occasion was an auto- 
genous vaccine obtainable. Throughout the 
whole of the treatment of this affection only 
one accident occurred. This was a case of 
anaphylaxis, and after a few hours the pa- 
tient completely recovered. No history of 
previous vaccine or serum treatment was 
elicited. 

In osteoarthritis vaccines and protein 
shock were tried without the slightest im- 
provement. Massage with active and pas- 
sive movements were the only methods of 
treatment which relieved the intense suf- 
fering, and, with the exception of anodynes, 
drugs, given internally or externally, proved 
useless. 

The treatment of fibrositis with collosol 
sulphur and iodine was tried. The result 
was indefinite, and equally good results fol- 
lowed the prolonged administration of po- 
tassium iodide with potassium citrate in the 
form of a mixture. Massage and hydro- 
therapy aided recovery. 

Salicylate treatment in Still’s | disease 
(children) was first tried, but proved use- 
less, and protein shock failed. An attempt 
was then made to isolate an organism and 
prepare a vaccine. An autogenous strep- 
tococcal vaccine was made, but its adminis- 
tration failed to produce any reaction at 
the time or any improvement, even after 
prolonged administration. 

He concludes that in many cases ordinary 
sodium salicylate treatment in acute rheu- 
matism may appear to be sufficient, but he 
points out that the heart is a highly spe- 
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cialized organ, and, once it has been dam- 
aged, repair in most cases, perhaps all, is 
impossible. ‘Treatment of acute rheuma- 
tism with an autogenous vaccine at the be- 
ginning of the illness has a definite effect in 
decreasing the tendency toward cardiac and 
other complications, and hastens recovery 
in other cases which might lapse into 
chronic deformity or tend toward hyper- 
pyrexia. 

Protein shock treatment is limited to 
rheumatoid arthritis; massage, hydrother- 
apy, and electrical treatment may be util- 
ized in all rheumatic affections, but are usu- 
ally only required after the acute stage is 
past. 





Mercurochrome in Acute Infections of 
the Central Nervous System. 


HENGSTLER, in Minnesota Medicine for 
May, 1926, states that following the brilliant 
reports of Young and Hill and the equally 
brilliant reports of some others, he hoped 
that he had found an efficient treatment for 
these terribly fatal brain and meningeal 
infections, but as a result of his own experi- 
ence he is compelled to conclude that mer- 
curochrome is of no value in the treatment 
of central nervous system infection. This 
opinion is concurred in by James B. Ayer, 
of Boston, who is an authority in American 
neurology. He expresses the hope that not- 
withstanding his own opinion, and the fact 
that reports of this treatment are meager 
in the literature, possibly there will yet be 
devised some means of using it with greater 
success. 





Recurrent Vomiting. 


In the American Journal of Diseases of 
Children for May, 1926, JosePHus claims 
that some, and in all probability a large pro- 
portion, of the attacks of recurrent vomit- 
ing are characterized by hyperglycemia, 
which develops rapidly and in some in- 
stances may reach a considerable degree. 

' [It would appear, therefore, that such 
patients may be protected by giving them a 
fairly high carbohydrate diet, particularly if 
any warning of an attack is present—Eb.] 
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Artificial Pneumothorax or Lung 
Collapse Treatment. 


Riviere in the British Medical Journal of 
May 1, 1926, recalls the fact that as long ago 
as 1821—that is, as soon as the elastic recoil 
of the lung was an established fact—James 
Carson of Liverpool had recognized how 
serious a bar to healing was the elasticity, 
condition of extension, and constant move- 
ment of the lungs, and on these grounds 
urged lung collapse as a method of treatment. 
In abscess of the lung he noted how “the 
sides of the abscess are prevented from fall- 
ing into a salutary contact, not by the matter 
which lodges between them, but by the 
powerful elasticity and retraction of the 
surrounding substances.” By collapse of the 
lung, on the other hand, “the diseased part 
would be placed in a quiescent state, re- 
ceiving little or no disturbance from the 
movement of respiration, which would be 
performed solely by the other lung, and the 
divided surfaces would be brought into close 
contact by the same resilient power which 
before had kept them asunder.” With re- 
gard to “consumption,” he remarked: “In 
those cases in which the disease is placed in 
one of the lungs only, the remedy would 
appear to be simple, safe, and complete.” 
He also foresaw its value in pulmonary 
hemorrhage. 

Later on in the century the occasional 
improvement following spontaneous pneu- 
mothorax was noted by various observers, 
but pneumothorax as a form of treatment 
may be said to have seriously started with 
the publication of cases by Forlanini in 1894 
and 1895. Now it is recognized as a most 
valuable measure all the world over. The 
cases for which it is suitable fall into two 
categories: (1) cases of active disease 
which strict recumbency has failed to arrest, 
and where more complete rest of the 
lung is needed, and (2) cases where cavita- 
tion and extensive disease have rendered 
healing impossible in the extended lung. 
To these may be added recurrent severe 
hemoptysis. Disease must be, in the main, 


one-sided, or if disease is present in the 
better lung it must be of quiet type and not 
too extensive. 


Much experience is needed 




















to decide what is a suitable case, but in a 
doubtful case an artificial pneumothorax 
can be tried and its effects watched. 

As a rule, under pneumothorax treatment 
the functioning lung improves rather than 
deteriorates. This might be almost expected, 
for by collapsing the bad lung we remove 
the source of autoinoculation, whereby se- 
vere focal reactions, tending to increased 
activity and spread of disease, were occur- 
ring in all tuberculous foci in the better lung. 

Artificial pneumothorax is brought about 
by the injection of air or nitrogen gas into 
the pleural cavity, and for this all that is 
needed is a gas bottle, a pressure bottle con- 
taining liquid, a water manometer, rubber 
tubing connecting these and _ continued 
through a cotton-wool filter to a suitable 
needle. The needle is passed through the 
chest wall under proper precautions, and its 
arrival in a free pleural space recorded by 
the manometer. As soon as it is clear that 
the needle end is in the pleural cavity gas 
is allowed to enter. The main risks during 
the operation are those of gas embolism if a 
vein is entered, or “pleural shock,” a reflex 
disturbance which is occasionally encoun- 
tered. Gas is given every few days at first, 
in quantities varying from 300 or 400 to 
800 cc., and full collapse of the lung attained 
after about seven to ten days. With full 
collapse the lung becomes a small solid mass 
against the spine, and the heart and medias- 
tinum are carried over toward the opposite 
side. This displacement must not go too 

far, and is controlled by the gas pressure. 
A lung full of disease collapses but slowly. 
After the first few fillings there is often an 
increase of fever, and as the lung collapses 
its contents are squeezed out and appear as 
an increase of sputum. In a short time, in 
a successful case, the sputum again dimin- 
ishes or disappears, the fever wanes, and the 
patient rapidly reaches a condition of “clin- 
ical recovery.” But the diseased lung, 
though removed from view and no longer, 
thanks to the stagnation of its lymph and 

blood supply, providing poisons, will need a 

long period to reach “anatomical récover- 

ery.” This takes place by an active fibrosis 
throughout the organ, and treatment can 
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generally be given up after some three or 
four years. The lung’s reéxpansion will then 
depend on the extent of disease, and is often 
pretty complete unless it is bound down by 
a thickened pleura resulting from pleural 
attacks during treatment. Pleurisy is a com- 
mon complication of artificial pneumothorax, 
and attacks, generally in a slight form, fully 
50 per cent of cases at some time during 
treatment. 

The main trouble in pneumothorax treat- 
ment is the very common presence of pleural 
adhesions, which tend to limit collapse. 
Sometimes only a few bands are present, 
which stretch or break under treatment. 
But in many cases part of the lung, often the 
most diseased part, is held out to the chest 
wall, and we have attained only a partial 
pneumothorax. This may, in some cases, 
suffice to arrest symptoms and eventually 
insure a cure. But often the pneumothorax 
is thereby rendered useless. In a few of 
these cases adhesions holding the lung may 
be artificially divided, whether by thoraco- 
scope and cautery or by open operation, but 
very few are suitable for these measures. 
In a proportion of cases, also, otherwise 
suitable for pneumothorax treatment, total 
adhesion of the pleural surfaces is found 
to exist. 





Experiences with Cholecystography. 


In the Boston Medical and Surgical Jour- 
nal of May 27%, 1926, Camp, REEvEs and 
FIELD state that a review of the experiences 
with cholecystography in a series of 475 
cases is presented. Both the intravenous 
and oral methods were used. 

Sodium tetrabromphenolphthalein when 
given intravenously produced such a reac- 
tion in the patient that its use in this man- 
ner was not considered safe. 

Sodium _tetraiodophenolphthalein was 
given intravenously without a severe re- 
action in 72 cases. About one-third of 
these experienced some nausea or vomiting. 


Sodium tetraiodophenolphthalein in plain - 
gelatin capsules given by mouth, was used . _ 


in 334 cases; 67 per cent of these patients 
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experienced some nausea, 31 per cent com- 
plained of varying degrees of vomiting. 

The oral administration of sodium tetra- 
iodophenolphthalein in coated or hardened 
capsules and pills did not give consistent re- 
sults. Many of these failed to dissolve, and 
the resulting shadows were not reliable. 
Their use did not eliminate nausea and vom- 
iting. 

The interpretation of the roéntgenologic 
shadows and the possible sources of error 
of the test are discussed in this contribution. 





Maternal Bleeding. 


In the Boston Medical and Surgical 
Journal of May 2%, 1926, pENORMANDIE 
states that bleeding by vagina in a pregnant 
woman is not regarded as seriously as it 
should be. Bleeding by vagina is abnormal 
and the cause must be sought. This means 
the patient must be examined. Preferably 
this examination should take place in a hos- 
pital, but if this is not possible then prep- 
arations must be at hand to meet a severe 
hemorrhage that may follow closely in the 
wake of an examination. Of what does 
this examination consist? First, one must 
quickly decide whether or not there is a 
question of an abdominal delivery. If 
there is, make no vaginal examination. A 
rectal examination will almost always tell 
one what one needs to know and the dan- 
ger of subsequent sepsis is much dimin- 
ished. How does one decide whether or 
not to make a vaginal examination? First 
by the period of the pregnancy, and second 
by the feel of the abdomen. The nearer 
term the patient is, the greater the proba- 
bility of a Cesarean being advisable. If 
the abdomen is hard, board-like, and ten- 
der, an abdominal delivery is more than 
likely. If one does decide to make a vaginal 
examination, the aseptic technique must 
be excellent, the hands gloved, and the 
patient shaved and prepared. The first is 
generally done, but the preparation of the 
patient is all too seldom properly carried 
out. A vaginal speculum is inserted and 


the source of the bleeding is looked for. It 
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may be a ruptured varicosity in the vagina, 
and inspection alone will find it. The cervix 
may be the cause, or the inspection may fail 
to show any bleeding. The speculum is then 
removed and the four culs-de-sac are care- 


fully palpated, avoiding the cervix. If the 
presenting part is felt at once one knows 
the dreaded previa is not there, but if one 
gets the characteristic boggy, full sensation, 
he knows with what he.has to deal. 

If a previa is diagnosed one cannot af- 
ford to wait—the risk is too great. He 
must make up his mind at once how he is 
going to empty the uterus. Don’t dilate 
manually and deliver. Either insert a 
large-sized Voorhees bag or do a careful 
Braxton Hicks version. A Cesarean is un- 
questionably justified in some previas, but 
it is not always the operation of election. 
To be done the patient must be in good con- 
dition, uninfected, preferably with no vag- 
inal examinations, and the baby must be 
alive and also in good condition. If, how- 
ever, the bleeding is due to a separated 
placenta, Czsarean section the writer be- 
lieves is the operation of choice, even if the 
baby is dead. The only time that he de- 
livers such cases from below is when the 
os is practically fully dilated or very soft 
and dilatable, for the risk of dilating and 
delivering these patients from below is too. 
great to assume—much greater, he thinks, 
than in delivering a previa by vagina. 

The point the author wishes to make is 
this: Investigate every bleeding case at 
once. Don’t ever say to a patient, “If you 
bleed again, or any more, let me know.” A 
bleeding case, no matter how slight, is a 
potential source of trouble, and we must 
be prepared at all times to meet a grave 
emergency in such cases if we are to im- 
prove the death-rate from this cause. The 
question of transfusion is always present in 
any bleeding case, and for that reason 
whenever a patient bleeds a suitable donor 
should at once be found. 

What is the satisfactory preparation? 
First, the patient must be shaved. Second, 
the lower bowel must be emptied. Third, 
the vulva and surrounding area must be- 




















sterilized. Whether this sterilization is ac- 
complished by a soap-and-water scrub or 
by ether and iodine is immaterial. On the 
whole, the ether and iodine preparation, or 
picric acid or even mercurochrome, is bet- 
ter when the outlet is markedly relaxed, for 
unless the soap-and-water scrub is carefully 
done, much of the dirty wash water gets 
into the vagina and is a possible source of 
infection. He has given up, practically 
entirely, the soap-and-water scrub for this 
reason, and uses almost entirely the iodine 
or picric acid. 

As important as is the preparation, more 
important is the question of vaginal exam- 
inations. Vaginal examinations must be as 
few as possible, and carried out with a sur- 
gical technique. There is no need of go- 
ing into details about a vaginal examination. 
Every one should know how they should be 
done. It is only a question of whether he 
will carry out what he knows is right. If 
we supervise our patients carefully in the 
latter months of pregnancy, we find out ex- 
actly what the relation of the presenting 
part to the pelvis is, and very few vaginal 
examinations are necessary when the pa- 
tient comes into labor. A rectal examina- 
tion will give one all the points that are 
necessary to know in practically all cases, 
and in the few cases in which a rectal ex- 
amination leaves one in doubt, recourse to 
a vaginal examination may be had. Cut 
down the number of vaginal examinations 
and carry the patient along by intelligent 
palpation and rectal examinations, and the 
number of septic cases will be reduced. 

When eclampsia occurs, the family is ter- 
rified and asks that something be done. The 
physician becomes alarmed, and attempts to 
deliver the patient. The author is confi- 
dent that the radical treatment of eclampsia 
in large series of cases will not give such 
good results as the conservative treatment. 
We have changed our point of view in 
eclamptic work very materially the last few 
years. As it will be recalled, it was first 
manual or instrumental dilatation and de- 
livery of the patient, then came the delivery 
by Czsarean section, and now the pendulum 
has swung back to the more conservative 
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method. In England the radical method of 
procedure never gained a foothold, but it 
did for some time in this country. Now, 
however, that is being given up in almost 
all the large clinics, and we are holding 
strictly to the conservative method: induc- 
tion of labor by bag or by rupturing the 
membranes, or by a bougie and packing. He 
has not dilated and delivered a patient in 
eclampsia for years, and he does not believe 
that under any circumstances would he ever 
again do it. He is perfectly confident that 
that method of delivery has killed more pa- 
tients than it has ever saved. He attributed 
a death following such a delivery to eclamp- 
sia, but he is sure that many of these deaths 
were due to a ruptured uterus as a result 
of the divulsion of the cervix. 

There is one type of case on which a 
Cesarean section may be justifiable—that 
is, in a primigravida who has had a toxemia 
of pregnancy with good eliminative treat- 
ment and when no improvement in the con- 
dition has followed; the baby is of good 
size, the cervix is conical, and it seems that 
the patient ought to be delivered. Such 
cases as these, but they are relatively few, 
do well with Cesarean. But for a routine 
measure, either in toxemia of pregnancy or 
in eclampsia, Czsarean section is not justi- 
fiable. 





Hyoscine in Postencephalitis. 


In the British Medical Journal of May 1, 
1926, McCowan, Harris, and MANN state 
that hyoscine is of undoubted value in the 
Parkinsonism following encephalitis lethar- 
gica. 

This value is objectively demonstrated by 
its effect on the blood-sugar curve, which is 
made to approximate to the normal type. 

This improvement is due to a specific 
action of the drug, though suggestion may 
be a subsidiary factor. 

This action of hyoscine is only temporary, 
but the prolonged use of the drug does not 
lead to tolerance or any deleterious effects. 

The hysterical element in this disease is 
probably due to lesion of the basal ganglia, 
and it is suggested that an analogous lesion 
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may account for similar symptoms in 
. hysteria, chorea, etc. 

Though in the majority of cases the full 
benefit of hyoscine can only be obtained by 
hypodermic administration, there is no 
doubt that in many cases considerable bene- 
fit follows its oral exhibition. 





The Treatment of Heart Failure. 


The British Medical Journal of May 8 
and 15, 1926, states that at a recent meeting 
of the St. Pancras Division of the British 
Medical Association Professor Fraser con- 
fined his remarks practically to the action of 
digitalis in auricular fibrillation. Pharma- 
cologists, studying the effects of digitalis on 
animals, give a great number of possible 
actions of the drug, but in the human sub- 
ject, with therapeutic doses, the actions are 
really reduced to three, and possibly two of 
these were identical. The first of these ac- 
tions is to slow the sinus node, the pace- 
maker of the heart, but it is no use to expect 
in this way to slow the heart when it is 
quickened by any cause other than heart 
failure, and even such slowing action as was 
brought about is not very powerful. The 
second action of digitalis, a powerful and 
constant one, is to cause delay at the 
auriculoventricular node in the conduction 
of the impulse from the auricle to the 
ventricle. 

About the third action there is a good 
deal of controversy. Some authorities main- 
tain that digitalis increases the force of 
ventricular contraction; others deny this 
stoutly. Most of the British school are 
rather skeptical about any action of value in 
therapeutics upon the ventricular muscle, 
but evidence seems to be accumulating that 
there is some such action, and if the action 
exists it means that digitalis is of some use, 
not only in auricular fibrillation (which fol- 
lows from its second action just stated), but 
in all cases of heart failure when the ven- 
tricular action is not so good as it ought to 
be. But this third action, like the first, is 
in any case a very poor action compared with 
the second. Like all powerful drugs, digi- 


THE THERAPEUTIC GAZETTE 









talis can do harm, and the maximum bene- 
ficial dose is very near to the toxic dose. 
Workers in New York have stated that with 
15 cc. of good tincture, comparatively fresh, 
for every 100 pounds of body weight, a 
patient will be fully digitalized. Digitalis 
is completely absorbed from the stomach 
within six hours, therefore there is no pur- 
pose in giving digitalis hourly or two-hourly, 
nor, on the other hand, in waiting for a day 
before giving a second dose. Six hours is 
the right interval, so that there is a logical 
basis for the customary procedure of giving 
digitalis three times a day. Digitalis is ex- 
creted by the kidneys and bowels, and de- 
stroyed in the liver and heart muscle. It is 
calculated that the tincture of digitalis is 
eliminated or destroyed at the rate of 22 
minims a day. Thus a dose of, say, 15 or 
20 minims a day will not result in an in- 
creasing concentration of the drug in the 
body. Some patients can take 30 minims a 
day without accumulating it, but it is neces- 
sary to watch larger doses very carefully, 
because more digitalis is being given than 
can be destroyed. The toxic phenomena of 
digitalization are, in normal persons, drow- 
siness, nausea, and vomiting, occasionally 
diarrhea. If digitalis be pushed still further 
actual heart-block will be caused. In the 
case of persons with a diseased heart, digi- 
talis affects the diseased portion of the heart 
before the other effects are produced, and 
dropped beats are due to blocking, which 
indicates toxicity. In auricular fibrillation, 
where a dropped beat will not be recognized, 
the first sign might be coupling. 

Apart from the limitations thus suggested, 
there are certain types of cases which do not 
seem to respond to digitalis as well as might 
be expected. A .patient whose heart-beat 
does not become slower is a patient who has 
an active infection. Another patient with 
auricular fibrillation and acute rheumatism 
may even have nausea and vomiting with 
digitalis before a slowing effect is perceived. 

Fraser showed a number of charts to illus- 
trate different types of cases. An additional 
output of urine, he said, was not due to 
any diuretic action of digitalis, but simply to 














an improvement in the circulation. With a 
mild degree of heart failure the pressure was 
even higher than when the patient was com- 
paratively well; apparently there was a re- 
action in the periphery, and the pressure 
increased as the patient got worse. If digi- 
talis is given in that state, the pressure will 
fall. Under digitalis the pressure will rise 
or fall or remain constant according to the 
need of the patient.’ A raised blood-pressure 
is never a contraindication to digitalis; 
usually it is the reverse. If digitalis is given 
whatever the abnormality in pressure it 
will bring about a closer approximation 
to the normal. He also advises that what- 
ever preparation of digitalis is chosen, 
one preparation alone should always be em- 
ployed; the necessary experience would not 
otherwise be acquired. He personally pre- 
fers the tincture, for reasons which he has 
given. He also mentions the danger of in- 
travenous injections of strophanthin if the 
patient within a period up to three weeks 
previously had had digitalis. 





The Treatment of Sciatica. 


In the Lancet of May 22, 1926, MarTIN 
writes that none of the methods of treat- 
ment hitherto described are successful when 
the site of inflammation is in the roots of 
the sciatic nerve, and for cases of this kind 
injection into the epidural space within the 
sacral canal was devised. Though the dura 
extends down as far as the middle of the 
sacrum, it lies anteriorly in the sacral canal, 
and, by means of a needle passed upwards 
through the sacrococcygeal ligament, sub- 
stances can be injected around it and made 
to bathe the nerve roots as they emerge 
from it. The substance which has hitherto 
been the most successful is a strong (40- 
per-cent) solution of antipyrin, the use of 
which was introduced by Dr. F. Hégler, of 
Vienna, in 1922. The technique is not dif- 
ficult. 

The patient may be prepared by an in- 
jection of half a grain of morphine half 
an hour beforehand, for the distention of 
the epidural space is often attended with 
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considerable pain. He places himself in 
the knee-elbow position. The appropriate 
area of skin having been well rubbed with 
iodine and anesthetized with novocaine, a 
needle, four or five inches long, is inserted 
in the middle line one inch above the top of 
the natal groove, pointing headwards at an 
angle of 60 degrees to the horizontal ; it im- 
pinges on the sacrococcygeal ligament, a 
firm elastic structure which is easily distin- 
guished from bone by the sensation con- 
veyed by the needle to the fingers. The 
needle is passed through the ligament and 
then its direction is at once changed, so that 
it lies parallel to the sacral canal. It is 
pushed cautiously up the canal for two 
inches or more in the middle line; if one de- 
flects from the middle line at this stage 
the needle may encounter a nerve-root. and 
cause the patient a sharp pain. Cerebro- 
spinal fluid should not be seen, for its ap- 
pearance would indicate that the dura has 
been penetrated. The point of the needle 
once in position may be deflected a little to- 
ward the affected side, and then, by means 
of a Record syringe, 10 cc. of warm anti- 
pyrin solution are slowly injected. Some 
resistance may be met with and the solu- 
tion should be forced in slowly; if pain is 
caused, it lasts only while the resistance is 
actually being overcome. When the needle 
is withdrawn, the skin opening is closed 
with collodion and the patient then lies on 
his affected side for at least an hour. By 
that time he is usually free from any actual 
pain, though he may have a little discom- 
fort in the sacrum or buttock. Some pain 
almost invariably occurs on the third day 
afterward, but it only lasts twenty-four 
hours and is easily relieved by rest and 
aspirin. 

While primarily adapted for root sciatica, 
this treatment is almost equally successful 
when the inflammation is in the stem. In 
his experience (six cases), though complete 
freedom from pain may not be secured, the 
great merit of the method is that it removes 
the crippling element and enables the patient 
to walk and to move freely in bed within a 
few hours. Hogler sometimes gives a sec- 
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ond injection after a week’s interval, but 
he has hitherto found galvanism sufficient 
when supplementary treatment has been re- 
quired. This method is applicable in the 
acute stage of sciatica and may give good 
results even in cases of long standing. 










































A Case of Carbon Tetrachloride 
Poisoning. 

DinGLey, in the Lancet of May 29, 1926, 
says that in instances of escape of this gas 
it is important to see that no person, espe- 
cially if helpless or injured, is allowed to 
remain on the floor level, owing to the 
heaviness of the gas. The respiration should 
be carefully watched, and should be arti- 
ficially carried out if necessary, and be 
persevered with for a very considerable 
time. As a stimulant alcohol should be 
avoided, recourse being had to some watery 
solution such as strong tea or coffee. Such 
cardiac stimulants should be used as are 
employed in chloroform poisoning. 





Prophylaxis Against Tuberculosis. 


In the Lancet of May 29, 1926, Apamt1, in 
a recent address on this subject, believes 
that the great advance of to-day—an ad- 
vance equally important for the prevention 
of both human and bovine: tuberculosis—is 
the great work of Professor A. Calmette, 
at one time professor in the University of 
Lille, and then one of the sous-directeurs 
under M. Roux, but now Director of the 
Institut Pasteur in Paris. He has not 
hesitated to follow in his address his de- 
velopment of the subject as given in his 
latest paper in the February number of the 
Annales de l'Institut Pasteur. From his 
long years of study of experimental tuber- 
culosis, Calmette concludes on the one hand 
that a light infection with tuberculosis in 
infancy is not undesirable, since it confers 
upon the organism a sufficient power of 
resistance to protect against later reinfec- 
tions, provided they are not massive, and 
certainly protects against a rapidly advanc- 
ing miliary tuberculosis. On the other 
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hand, he concludes that it is neither prac- 
ticable nor possible to-vaccinate adults who 
are already infected, and this because of the 
risk of provoking Koch’s phenomenon, 
which he regards as a “phenomenon of 
intolerance,” to this extent, that the reac- 
tion it produces in old tuberculous lesions 
leads too often to caseation and softening 
and discharge of virulent germs from these 
foci into the circulation, and so, in some 
individuals, to a lighting up of what had 
been a relatively quiescent tuberculosis. He 
thus concludes that in a heavily infected 
country—for example, in Europe and the 
United States—antituberculosis vaccination 
is only possible among the newly born, or 
at most in quite young children or animals 
which from birth have been protected against 
infection. 

For this purpose, after years of work he 
has found that growing virulent tubercle 
bacilli in glycerinated ox-bile, an alkaline 
medium rich in lipoids, and transferring to 
new medium every fortnight, in four years 
the cultures become no longer virulent either 
for cattle or guinea-pigs, although still viru- 
lent for the horse and rabbit. After 230 
cultures in thirteen years the cultures be- 
came harmless for all domestic animals. At 
most, a strong dose inoculated under the skin 
of a guinea-pig set up a cold abscess which 
underwent cicatrization, leaving, it might be, 
a slight induration. There was no enlarge- 
ment of the near-by glands. 

It is this attenuated bacillus, B. C.-G., or 
Bacillus Calmette-Guérin, that he uses for 
his vaccinations of both calves and new-born 
infants. Inoculated into various animals it 
has shown no return of virulence. Abund- 
ant experiments have shown that using it on 
young animals not suffering from any pre- 
existing tuberculosis, they have the same 
resistance to tuberculous infection of later 
acquirement as have animals lightly affected 
by what may be termed a benign bacillary 
infection, latent or occult. 

But now, upon examining the lymph 
glands of the animals inoculated with B. 
C.-G., Calmette finds that, although no 
tubercles are formed, the bacilli remain alive, 

















it may be, for several months. He com- 
pares this condition with what we find in 
syphilitic tissues, in glanders, and probably 
in leprosy. To distinguish from ordinary 
vaccination, in which we presume that the 
inoculated bacteria are rapidly destroyed, 
Calmette terms this particular form pre- 
munition. This long continuance within the 
tissues, without of necessity setting up active 
lesions, is not unlike what we find in 
syphilis. There the spirochetes may be 
present for years without causing gummata, 
and there also, so long as living spirochetes 
are in the system, the bearer is immune 
against reinfection with the disease. 

If therefore, argued Calmette, the human 
being or animal already infected with a 
mild or benign type of tuberculosis, such 
as lupus or caseous lymph glands, is pro- 
tected against reinfection, though not pro- 
tected against the possibility of the disease 
lighting up again from the existing foci, 
should the general resistance be greatly low- 
ered, a yet more attenuated strain of bacilli 
may have the same protective effects with- 
out danger of subsequent lighting up of the 
active typical disease. And if the protection 
only lasts so long as the bacilli remain alive 
within the tissues, it can be maintained by 
reinoculation. 

If this principle of Calmette be grasped, 
then we see before us a simple means of 
eradicating both human and bovine tubercu- 
losis. To give a dose by the mouth of an 
emulsion of B. C.-G. to the newly born 
infant, and again to the child of one year and 
of two years, sets up no disturbance, but 
carries that child over the period of most 
frequent infection with the active disease. 
The same is true of the calf. We still have 
to learn how far the premunition confers a 
more and more lasting immunity the more 
often it is repeated, to learn whether it re- 
sembles ordinary vaccination in this respect. 
The Lancet says it appears to be indicated 
most definitely that all children born into 
tuberculous households should be given this 
treatment. It may well be that this should 
become the routine treatment for all chil- 
dren, as much a routine as vaccination 
proper. 
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French View of Marriage and Syphilis. 


In an editorial on this subject the British 
Medical Journal of May 8 and 15, 1926, 
states that Lacapére, before a recent meeting 
of the Medical Society for the Study of 
Venereal Diseases, discussed the conditions 
under which medical men in France consid- 
ered themselves justified in permitting the 
marriage of a person who had had syphilis. 
Absolute’ proof of the eradication of the 
disease could not be established with regard 
to syphilis any more than with regard to 
tuberculosis and other chronic infections. 
The fact that the Wassermann test became 
negative did not give absolute security. 
Syphilis, following the general pathological 
law, was more likely to be cured the earlier 
treatment was started. During the fifteen 
or twenty days after the appearance of a 
chancre the reaction was negative, the 
syphilis remaining local; the cure during 
this period was consequently easy. It was 
easier still if, within a week or two weeks 
after a dangerous contact, preventive treat- 
ment could be started in the shape of injec- 
tions of “914.” After such a patient had 
been under clinical and serological observa- 
tion for a year following this course of 
preventive treatment, and everything re- 
mained normal, permission to marry might 
be given. If treatment was not started until 
after an unquestionable primary sore had 
developed, intravenous injections of arseno- 
benzol should be given, a first series rapidly, 
and a second series three weeks after the 
last injection of the first. This might be 
followed up by a third series, or by two 
series of injections of insoluble bismuth. 

The total duration of the treatment should 
be about ten or twelve months, after which 
an observation period of from eight to twelve 
months was necessary. If the reaction then 
remained negative, if a provocative injec- 
tion of “914” gave satisfactory results, and 
if the cerebrospinal fluid was normal, the 
patient might be allowed to marry. In cases 
in which a positive reaction had already 
developed, almost all French syphilologists 
used the “914” preparation, some advising 
intravenous injections and others intramus- 
cular. 
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Lacapére preferred intravenous injections 
when attacking syphilis in the stage before 
a positive reaction had appeared, but after 
the appearance of the positive reaction he 
frequently had recourse to intramuscular 
injections, though he considered, these ef- 
fective only if the doses given were 
- equal to those administered by the intra- 
venous method. The intramuscular injec- 
tion of “914,” however, was not always 
well borne, and sometimes he used injections 
of sulfarsenol alternating with insoluble 
bismuth injections, so permitting the sulf- 
arsenol to be brought down to a point 
evoking only a mild degree of pain. His 
practice was to give once a week an intra- 
muscular injection of sulfarsenol and, three 
days later, an intramuscular injection of 
bismuth. Two and sometimes more series 
were necessary, an interval of three or four 
weeks separating the series. This regular 
treatment should be continued for some 
time, even if the tests were negative. Treat- 
ment for eighteen months was the minimum, 
and after the tests became negative it was 
advisable to continue the injections for a 
year. As long as the tests were still positive 
he used “914” injections alone, or combined 
with: bismuth injections; when the tests 
became negative he gave for a year treat- 
ment with insoluble bismuth. If everything 
remained normal a provocative injection was 
given and lumbar puncture made, and then, 
if all tests were negative, marriage might be 
authorized; but a minimum of two and a 
half years should elapse from the com- 
mencement of treatment. 

Lacapére also discussed the various indi- 
cations for the treatment of syphilis in the 
tertiary stage. If no irremediable symptoms, 
such as angina pectoris or tabes, manifested 
themselves, the practitioner should set him- 
self to cure the actual symptoms and 
render negative the tests of the blood and 
spinal fluid, continuing the treatment long 
enough to avoid relapse, and keeping the 
patient under observation by tests at regular 
intervals and ‘provocative injections. In 
spite of all precautions it might happen that 
syphilis was transmitted to the children of 
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the marriage, and most French syphilologists 
advised an intensive treatment during the 
weeks preceding marriage. The precautions 
to be taken must be greater in the case of a 
woman than of aman. Ifa woman had had 
syphilis, although the reactions might have 
been negative for years, the result might still 
show itself in miscarriages or infected chil- 
dren. It was therefore advisable, unless the 
cure of the syphilis dated back for a very 
long time—at least eight years, according to 
one French authority—that the woman 
should take a course of treatment during 
pregnancy. In the treatment of the expec- 
tant mother arsenobenzol given by intrave- 
nous or intramuscular injection seemed to 
furnish the best results. His own plan was 
to give a series of “914” injections, with 
intervals of six weeks, during which he gave 
biweekly injections of insoluble bismuth, 
the treatment being continued until three 
weeks before confinement. 





The Use of Milk Injections in Pelvic. 
Inflammation. 


In the Boston Medical and Surgical Jour- 
nal of June 3, 1926, CHAMPLIN states that 
the technique of the milk treatment is very 
simple. Ordinary whole milk is sterilized, 
either by boiling or by pasteurization at 
80° C., for one hour on six successive days. 
The boiling method of sterilization is more 
practical. A previously boiled test tube is 
filled with 10 cc. of milk and then boiled for 
ten minutes in a water-bath in such a way 
that the test tube does not touch the bottom 
of the vessel. It is then poured into a sterile 
medicine glass and drawn up into a sterile 
syringe. By this time it is cool enough to 
use. The skin is prepared with iodine. 
Five cc. of this milk are injected into the 
gluteal musculature and the injections re- 
peated at intervals of from three to five 
days. The stronger the reaction the longer 
the intervals within this limit. The amount 


injected is gradually increased to 10 cc., 
which is usually reached by the third injec- 
tion. The average number of injections is 
Some cases clear up on two or three, 


six. 























while others require more. If a thin sharp 
needle is used the injections are not painful, 
although the bulk of the fluid injected may 
cause a momentary discomfort. 

The method of preparing the milk varies 
with different men and clinics. The above 
mentioned method is the one employed by 
Gellhorn. Polak uses “ordinary warm un- 
boiled hospital milk.” At the Woman’s 
Hospital, New Yark, Rawls uses Grade A 
whole milk sterilized in a water-bath for 
one hour at 60° C., or in the autoclave at 
15 pounds pressure for fifteen minutes. The 
bottles and corks are boiled for thirty min- 
utes and sterile precautions are used in fill- 
ing the containers. The sterile milk in its 
container is kept in the ice-box until used. 

The general reaction occurs as a rule 
from six to eight hours after the treatment. 
In about half of the cases there is a chill 
followed by a rise in temperature. In the 
majority the temperature will be 100° to 
102° F., but in some it will differ very little 
if at all from normal. A few patients will 
have nausea, headache, feeling of drowsi- 
ness, or a somewhat profuse perspiration. 
These signs of a general reaction appear 
only in the beginning of the treatment. 
After the second or third injection there is 
as a rule no further disturbance of any kind. 
It has been stated by several writers that the 
initial intensity of this general reaction 
seems to have a bearing upon the ultimate 
outcome. This does not correspond how- 
ever to the results obtained in other clinics. 
The reaction does not last longer than a day. 
After this the patients feel markedly im- 
proved. They look better and their appe- 
tites improve. Blood examinations show 
that the white count reaches a marked de- 
gree of hyperleucocytosis on the day fol- 
lowing injection, decreasing on the second 
and returning to normal, or count previous 
to injection, on the third day. Among 
the many thousands of injections reported 
only a few cases of anaphylactic shock 
have occurred, and Peterson remarks that 
in these few cases a part of the injection 
may accidentally have reached a vein. Great 
care should be taken that this does not oc- 
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cur. 


In all the literature there is no report 
of abscess formation at the site of the in- 
jection. 

There are several absolute contraindica- 
tions for milk injections. Among these are 
cardiac decompensation, diabetes, and alco- 
holism. Whether pregnancy belongs to this 


group is still an open question. Peterson 
enjoins great caution where there is a his- 
tory of hypersensitiveness on the part of 
the patient (serum sickness, asthma, urti- 
caria, angioneurotic edema), or of epilepsy 
or other grave nervous instability. 

The principal field for protein therapy in 
gynecology is in the treatment of pelvic in- 
fections, particularly those of gonorrheal 
origin. Usually a marked subjective im- 
provement follows promptly after one or 
two injections, and it is but rarely delayed 
until after the third or fourth treatment. 
It is this relief from pain that makes it 
difficult to keep patients in the hospital or 
home long enough to obtain corresponding 
objective results. When the patient remains 
under sufficient treatment, the steady dim- 
inution and eventual disappearance of the 
adnexal tumors may be observed in favor- 
able cases. 

In obstetrics protein therapy has yielded 
satisfactory results, according to the ma- 
jority of writers. The outcome in puerperal 
sepsis depends largely on the power of re- 
sistance of the organism, and there is no 
doubt that protein injections immensely 
enhance this power of resistance. 

All parts of the genital tract do not re- 
spond equally well to milk injections. The 
tubes and uterus and possibly the bladder 
are favorably influenced, while the ovaries 
remain refractory. Exudates are brought 
to absorption, but adhesions are left undis- 
turbed. Gonorrheal infections of the cer- 
vix remain unaffected by the treatment. 
The cervix therefore must be treated sepa- 
rately for the sake of preventing reinfection. 

In concluding he thinks we can get no 
better advice than that of Peterson, who 
says: “Non-specific therapy requires judg- 
ment, care, attention, and bedside study on 
the part of the physician, perhaps in greater 








662 





measure than any other therapeutic proce- 


dure. It should never be routine. To be 
useful] it must be an individualized therapy 
with dosage, preparation and time of appli- 
cation varied to the disease, its intensity, 
its duration, and the resistance of the pa- 
tient. So used non-specific therapy should 
prove to be one of the most useful measures 
both in acute infectious diseases and chronic 
inflammatory lesions.” 


Cardio-aortic Syphilis and Its 
Treatment. 

In the British Medical Journal of May 
22, 1926, CorTon says that certain interest- 
ing facts emerge from the study of the after- 
histories of pensioners and ex-service men 
with aortic syphilis, who have been kept 
under observation during the past five years. 
Of these men, referred to the special heart 
clinic at University College Hospital from 
the Ministry of Pensions, an unselected 
group of 58 was chosen and given special 
treatment, and accurate notes were made of 
the results obtained. An approximately 
equal number of control cases was selected, 
closely resembling in age, symptoms, and 
signs the group of treated cases. The object 
of this investigation was to determine if 
possible the effect on the course of the 


disease of specific treatment in cardio- 


aortic syphilis. Since 1919-20 the treated 
cases were given each year a series of six 
to eight intravenous injections of novarseno- 
billon 0.6 gramme at weekly intervals. An 
initial dose of 0.3 gramme was given before 
beginning treatment as a safety measure. 
These injections were always made in the 
out-patient department, and no special pre- 
cautions were taken regarding diet or rest. 
No accidents have been recorded, and no 
symptoms of consequence developed as the 
result of treatment. It was felt that 0.3 
gramme was too small a dose to be of any 
therapeutic value, and 0.9 gramme too large 
to give to patients with cardio-aortic 
syphilis in an out-patient department. A 
few patients complained of breathlessness 
after the injections; they were of a nervous 
type, and no attention was paid to this 
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symptom. Others felt giddy and some 

fainted, but these gave a past history of 

giddiness and syncopal attacks. These 
symptoms were looked upon as vasovagal in 

origin, and not an indication to discontinue 

treatment. Mercurial inunctions were pre- 

scribed at each monthly out-patient visit, and 

the patient was instructed how to apply the 

ointment. The majority were given mercury 

in this way. Some were directed to take 

hydrargyrum cum creta, 1 grain thrice daily, 

in place of the inunctions. Rarely were 

symptoms of mercurial intoxication re- 

corded. Potassium iodide, 10 grains three 

times daily, was given to all. General tonics 

were substituted for the mercury and- potas- 

sium iodide in the control cases, and nov- 

arsenobillon was withheld from them. No 

appreciable change in the physical signs or 
symptoms in these patients could be detected 
as a result of treatment. Some felt better; 
others not. The murmurs remained un- 
altered, and the size of the heart unchanged. 

The Wassermann reaction—positive in all— 
became negative in 12, and all but one of 
these are living; this reaction was incom- 
pletely positive in one after treatment. 

In 66 cases there was a definite history of 
syphilis ; the average time since infection in 
these was twenty-four years. In one case, 
a man aged seventy-two, syphilis at the age 
of eighteen was admitted. The youngest, 
aged thirty-six, died of infective endocar- 
ditis and gave a history of a syphilitic infec- 
tion four years before. 





Immunization Against Measles. 


In an editorial on this subject, the Lancet 
of May 22, 1926, states it is not, of course, 
convenient that human blood should be used 
for the supply of immune serum, and any 
great success in eliminating the disease 
might lead to a shortage of convalescents 
from whom it could be got. The question 
arises, therefore, whether it would not be 
possible to secure.a supply from animals. 
To do this it is necessary to provoke an 
active immunity in the animals concerned, _ 
which is only done conveniently when the © 























virus can be handled and modified. Tunni- 
cliff has isolated, from cases of measles, a 
Gram-positive green-producing diplococcus, 
which, on being injected into goats, raises 
their immunity so much that their serum 
(it is said) protects human beings as efh- 
ciently as does the serum of convalescents. 
She considers, however, that the experi- 
ment has not been done often enough to 
justify any definite conclusions as yet. 
More recently a report has been pub- 
lished in the Journal of the American Med- 
ical Association (March 27, 1926) by Dr. 
N. S. Ferry and Mr. L. W. Fisher, of De- 
troit, who report the isolation of a strep- 
tococcus of the viridans type from the blood 
of measles patients. To this organism 
they have given the singular name of Strep- 
tococcus morbilli, and they claim that it 
produces a toxin which gives for measles 
- all the reactions which the Dick toxin gives 
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for scarlet fever and which are generally 
considered weighty evidence in favor of 
streptococci being of etiological importance 
in the latter disease. As there are now at 
least two streptococcal claimants for the 
causal role in measles, judgment must be 
deferred until more extended observations 
have been made and further reports re- 
ceived. Other interesting work has, of 
course, been done along quite different 
lines. In 1915 Herman, taking advantage 
of the fact that infants do not contract 
measles until they are a few months old, 
inoculated their throats with material from 
the nose of infectious patients and reported 
that they were fully and harmlessly pro- 
tected. Hektoen and Lovett, however, re- 
gard such methods as largely discredited. 
The production of active immunity, as they 
remark, is still in the experimental stage, 
but this is evidently a stage of promise. 





Surgical and Genito 


Hemorrhage of the New-born. 


Run and Garvin (Ohio State Medical 
Journal, March 1, 1926) note that the ma- 
jority of hemorrhages of the newly born 
infant are the direct result of injury, in- 
cluding under this heading trauma, conges- 
tion, and asphyxiation. In practically every 
birth all three of these factors are operative 
in varying degrees ; the longer the period of 
expulsion and the disturbance of circulation 
and respiration which accompanies it, the 
more liable are hemorrhages to result. These 
hemorrhages may occur in any portion of 
the body, the most common locations being 
in or under the skin and in the abdominal 
viscera, gastrointestinal tract, umbilicus, 
brain, and subdural spaces. While the ma- 
jority of all hemorrhages are of relatively 
little consequence, those occurring in the 
brain and subdural spaces are of the utmost 
importance in their effect on the life and 
development of the child. 

Another less frequent but not uncommon 
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type of hemorrhage is that known as hemor- 
rhage of the new-born, “hemorrhagic dia- 
thesis,” or melena neonatorum. This form 
of hemorrhage is peculiar to a relatively 
short period in early life and depends upon 
a physiologic change in blood coagulation. 

Without exception this form of hemor- 
rhage has its onset within the first ten days 
of life. Its occurrence does not predispose 
the child to purpuric conditions in later life. 

The majority of the hemorrhages in this 
disease occur in the digestive tract, but may 
be present in other tissues. The diagnosis 
is usually not difficult. On the slightest 
suspicion of hemorrhage an early deter- 
mination of the coagulation time should be 
made. It is an accepted fact some form of 
human blood, given either by direct or indi- 
rect transfusion, subcutaneously, intramus- 
cularly, or intraperitoneally, affords a spe- 
cific cure. 

The embarrassment of circulation and 
respiration, due to a prolonged expulsion of 
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the child, may be the cause of hemorrhages. 
In other words, congestion and asphyxia 
are prime factors in hemorrhages where 
there is no hemorrhagic disease. One of 
the common causes of sudden deaths in the 
new-born is hemorrhage into the adrenal. 
These hemorrhages are usually bilateral and 
vary greatly in size. The diagnosis is usu- 
ally difficult, but can occasionally be made 
by palpation of the adrenal hematoma. 

The first four days of life- show the 
highest death-rate of any equal period of 
life. Of these deaths it is variously stated 
that from 9 per cent to 65 per cent occur 
because of brain or intracranial hemor- 
rhage; all the recent statistical studies ap- 
proaching the higher figure. Of the cases 
of spastic paralysis, or Little’s disease, 
idiocy and the so-called “cephalic children,” 
from 22 per cent to 70 per cent, according 
to different authors, are due to intracranial 
hemorrhage at birth. 

In the last 37 autopsies on new-borns 
done by one of the authors, 20, or 54 per 
cent, showed intracranial hemorrhage of 
sufficient amount to satisfactorily explain 
death. 

In a physical examination the following 
points are suggestive and often diagnostic: 

Generalized convulsions, clonic or tonic; 
localized twitchings of the extremities, face, 
eyes, or body; abnormalities in the pulse or 
respiration; pallid or livid skin; bulging 
anterior fontanelle; retinal hemorrhages ; 
the so-called “cephalic cry ;” abnormal ac- 
tions, e.g., twisting of body, opening of 
mouth; varying degrees of excitability or 
stupor. By far the most important symp- 
tom, and the one which is most frequently 
seen, is convulsions. 

In those cases which are proved to have 
hemorrhagic disease of the new-born, the 
treatment already outlined.for this condi- 
tion should be instituted until the blood 
coagulation and the bleeding time have re- 
turned to normal, after which measures 
should be taken to relieve pressure symp- 
toms, if they be present. If, however, the 
increased intracranial pressure be relieved 
before bleeding has stopped, further hemor- 
rhage will result.. Numerous authors have 
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advised early and repeated lumbar puncture 
to relieve brain irritation and pressure, and 
in this manner prevent the consequent brain 
damage. The symptoms resulting from 
brain irritation, such as convulsions, clonic 
or tonic contractions, irritability and rest- 
lessness, are best controlled by the rectal 
administration of chloral hydrate in doses 
varying from 2 to 5 grains. 

Operation for the relief of pressure or 
removal of the clot should be performed in 
those cases in which localization is possible 
and lumbar puncture has been unavailing. 

For the relief of pressure symptoms due 
to supratentorial subdural hemorrhages in 
the anterior fossa, operative measures are 
most successful. Lumbar puncture, by re- 
lieving pressure symptoms through drain- 
age, is of the greatest service when the 
bleeding is under the tentorium. 





The Non-specific Antigen Effect of 
Spermatozoa upon Fertility. 


FoceLson (Surgery, Gynecology and 
Obstetrics, March, 1926) in a search for the 
serological explanation for sterility in the 
human unassociated with demonstrable 
anatomical or physiological cause, and influ- 
enced by reports upon temporary induction 
of sterility in rats by sensitization with rat 
spermatozoa, endeavored to produce experi- 
mental antibodies, noting their effect on 
existing fertility, in the hope of determining 
whether a similar sensitization to sperma- 
tozoa protein exists as a possible causative 
factor in human sterility. He used female 
albino rats of the same family about 100 
days old; those which had already borne 
one litter. A proper diet was given; the 
rats were kept in a wholesome environment. 
Ten days after the delivery of the first litter 
at four-day intervals the rats were injected 
intramuscularly with 100,000, 200,000, and 
300,000 spermatozoa. Two weeks after the 
last injection, active young males were put 
into the cages with the sensitized females 
and allowed to stay there. Vaginal scrap- 
ings of these female rats were examined 
at regular intervals for the presence of 
cestrual changes, care being taken not to 























repeat this often enough to traumatize the 
vagina and thus impair fertility. In a 
similar fashion human and guinea-pig sper- 
matozoa were used as an antigen. Controls 
were other female rats of the same age and 
selected under the same conditions, but 
injected with typhoid bacteria and extracts 
of male salivary gland. It was found in 
earlier work that when blood for serological 
tests was obtained by cutting off part of 
the rat’s tail or otherwise traumatizing it, 
fertility was impaired. The blood of the 
sensitized animals was obtained at the 
termination of the period of observation; 
animals whose blood was examined at other 
times were not listed in the results. 

As an explanation for the mechanism of 
sterility search was made for the presence 
or absence of precipitins, agglutinins, lysins, 
or toxins in the sera of the injected animals 
by testing the effect of such sera on active 
spermatozoa, which were obtained by 
shaking them out of fresh testis into isotonic 
salt solution at 37° C. For precipitins the 
contact method was used, while agglutinins, 
lysins, and toxins were determined in hang- 
ing drops. ; 

The intramuscular injection of rat sper- 
matozoa into female albino rats with 
technique as outlined induced a period of 
sterility varying from six to twenty-two 
weeks with an average of twelve weeks. 
This confirms the work of McCartney 
which stimulated interest as to whether the 
sterility produced in this manner is neces- 
sarily specific for species. In order to 
determine this, two series of animals were 
sensitized to human and guninea-pig sperm. 
The results were significant in that rats 
injected with guinea-pig sperm remained 
sterile from six to twenty-nine weeks, with 
an average of fourteen weeks; those sensi- 
tized to human spermatozoa remained sterile 
from three to twenty-six weeks with an 
average of fourteen. In contrast with these 
results, the controls after sensitization with 
typhoid bacteria and salivary gland extract 
had their second litters in 5.5 weeks, which 
is about normal for healthy rats. 

* Ovulation persisted throughout the entire 
period of sterility in all animals, as demon- 
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strated by the cyclic changes in the vaginal 
scrapings. 

Precipitins for the spermatozoa used were 
specific up to dilutions of 1/128 in the sera 
of the sensitized animals. The question of 
agglutinins is of definite importance in 
sterility, and despite the fact that Meeker 
reports the presence of agglutinins in the 
human and McCartney in rats, in the’ 
author’s experiments at no time would there 
be demonstrated more clumping in the 
specific sera than in non-specific controls; 
equally as marked clumping occurred with 
sera of men as with the specific sensitized 
sera. 

In these experiments at no time were 
lysins found in over 200 trials. No sera 
would cause the actual swelling and dissolu- 
tion of spermatozoa in isotonic solution 
despite the fact that a definite precipitin for 
the specific sperm had already been 
demonstrated. 

Pregnancy can be easily determined in 
rats by the absence of the normal cyclic 
changes in vaginal scrapings. In a series 
of 20 pregnant rats, injection of 100,000, 
200,000 and 300,000 rat spermatozoa at 
four-day intervals failed to have any effect 
upon pregnancy, causing neither a decrease 
of the size, resorption, nor abortion of the 
litters. These negative results were ob- 
tained consistently and seem important in 
view of McCartney’s opposite findings. 

With these experimental facts as a 
foundation he next tried to demonstrate 
precipitins, agglutinins, lysins, or toxins in 
the sera and cervical secretions of 17 
normal, healthy, married women with patent 
oviducts and no evident pelvic pathology to 
account for the sterility. The husbands 
could be eliminated as an etiological factor, 
for they could qualify in all of Huhner’s 
precepts. In no case could any evidence of 
protein sensitization be found to human 
spermatozoa protein, suggesting that protein 
sensitization of the female in these so- 
called “idiopathic” sterilities is more fanci- 
ful than real. 

From these results confirming the work 
of others it is evident that there is an 
accurate method of temporarily inhibiting 
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conception by sensitization of the female 
rat to any spermatozoa protein. This anti- 
genic effect of spermatozoa is not specific 
for species ; but equally good results can be 
obtained from the spermatozoa of any 
species. The mechanism causing this steril- 
ity is still not clear, only precipitins being 
definitely present and their significance an 
unknown factor. 

These results cast no light upon the 
etiology of so-called “idiopathic” human 
sterility; they tend to eliminate protein 
sensitization as a causative factor. They do, 
however, suggest possibilities of supplying 
a contraceptive technique with a definite 
scientific basis, and upon this further re- 
search is now being attempted. 





The Conservative Treatment of 
Puerperal Infection. 


Mitter (New Orleans Medical and 
Surgical Journal, March, 1926) holds that 
the treatment of the definitely infected case 
should be primarily a policy of non-inter- 
ference. The surgeon with a zeal for the 
knife, the obstetrician with a passion for 
meddling, should not undertake to handle 
puerperal sepsis. More women have died 
because of active local treatment than 
because of no treatment at all, for in the 
last analysis the woman who recovers from 
a blood-stream infection does so by produc- 
ing her own immunity against it. Our 
entire treatment, therefore, should be based 
on the idea of helping the patient to produce 
this immunity. If the uterus is soft and 
boggy, the os patulous, with portions of 
placenta and membranes extruding, or if 
free bleeding exists, some interference is 
necessary, but even here excessive caution 
is the rule. The débris is gently removed 
with gloved finger or occasionally the 
sponge forceps, or else a firm vaginal pack 
is inserted and supplemented by pituitrin 
repeated as indicated. 

DeLee says that curettage of the uterus 
in puerperal infection is like raking over a 
ground which had previously been sown 
with seed. 
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Intrauterine irrigations of any sort are 
prohibited. Unless they are given syn- 
chronously with the first appearance of the 
infection, which is manifestly impossible, 
they are useless in view of the rapidity with ~ 
which bacteria travel. 

Blood cultures should be taken at the 
beginning of the temperature elevation and 
at its height, and repeated frequently, since 
a single culture, unless positive, proves 
nothing. 

Surgery in the treatment of these infec- 
tions should be limited by very strict indica- 
tions. Pus collections in the pelvis are 
evacuated either through the vagina or at 
Poupart’s ligament, according to their 
location, Exudates are seldom disturbed, 
though an occasional puncture in a selected 
case may hasten resolution. If tubal or 
ovarian abscesses develop, surgery must be 
done ultimately, but temporizing measures 
should be adopted until the acute symptoms 
subside, as laparotomy, in view of the 
virulent nature of many of these bacteria, 
is a serious and dangerous procedure. 
Hysterectomy is no longer advocated. 

Sera and vaccines have been largely dis- 
appointing. The antistreptococcic serum, 
when it was first introduced, was hailed as 
a panacea, but it has proved useless except 
in the occasional case, probably because of 
the many different strains present. It must 
be said for it, however, that it apparently 
does no harm, and for this reason its use 
is justifiable if other measures have failed. 
Practically every attempt to destroy bacteria 
in the blood stream by chemicals has also 
ended in disappointment, for the reason 
that a solution strong enough to destroy the 
bacteria usually does irretrievable damage 
to the tissues and organs also. This is true 
of them all—mercury preparations, salvar- 
san, formaldehyde, colloid silver salts, and 
the latest to be tried, gentian violet and 
mercurochrome. 

Our main reliance is on general treatment. 
In the first place, all of these patients belong 
in hospitals. The primary treatment is 
absolute rest, with Fowler’s position. 
Opiates and sedatives are given sparingly 
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as indicated, and ice caps are used over the 
abdomen for pain. High temperature is 
reduced by ice caps, cold sponges, possibly 
cold rectal irrigations, and only very occa- 
sionally by antipyretics. Nourishment is 
given at frequent intervals, and in severe 
cases the fluid balance is maintained by 
saline and glucose drips, hypodermoclysis, 
and infusions, sometimes of the continuous 
type. The patient is kept in the fresh air 
and sunshine as much as possible, and the 
endeavor is to build up her resistance and 
preserve her strength. 

That the method has real merit is proved 
by a review from that service of a recent 
three-year period, where the author achieved 
a net mortality of only 2.6 per cent. DeLee, 
to give only one other instance, quotes an 
even smaller mortality, 9 deaths in some 
2500 infections of various types. These 
results have never been equaled by the 
advocates of active, radical measures, and 
in view of them the author has no hesitancy 
in urging upon all without qualification the 
conservative policy of non-interference in 
puerperal sepsis. 


Warts of the Mouth. 


Davis (Journal of the Missouri State 
Medical Association, April, 1926) notes 
that warts are distinguished from the ma- 
lignant growths from the fact that they 
grow toward the surface and remain super- 
ficial. There is a belief on the part of 
many that warts are contagious and are due 
to a specific causative agent. It is noted 
that Jadasshon was able to reproduce warts 
by inoculation, 31 inoculations being suc- 
cessful out of 74, six individuals being used 
for the experiments. 

Treatment of warts of the mouth is simi- 
lar to that applied to the common warts 
elsewhere; galvanic cautery, fulguration, 
electrolysis, excision, ligation, various es- 
charotics. 

In a case of multiple warts reported by 
the author, trichloracetic acid was the 
agent used. It was applied to each in- 
dividual wart twice a week. At the end of 
eight weeks all lesions had disappeared. 


The Effects of Experimental 
Splenectomy. 


FowLerR (Western Medical Times, 
March, 1926) gives a historical review of 
the experimental work bearing on_ this 
subject. The early student of the problems 
satisfied themselves that the spleen was not 
necessary to life. Their reports were to 
the effect that the most constant findings 
were increased appetite and gain in weight. 

In studying the changes in the blood 
consequent upon splenectomy, the most 
important are those relating to morphology, 
increased resistance of erythrocytes, and 
decreased tendency to jaundice. 

Kolmer has demonstrated by using cobra 
venom that the erythrocytes of splenecto- 
mized dogs show an increased resistance to 
hemolysis. This increased resistance was 
observed as early as four days after 
splenectomy and usually persisted for about 
three weeks, when the resistance gradually 
dropped to the normal or slightly below. 
His control experiments show, moreover, 
that the temporary character of this increase 
in resistance is peculiar to venom and 
differs from the increased resistance to 
hypotonic salt solution which persists for 
long periods of time. The increased resist- 
ance to hypotonic salt was constantly pres- 
ent in all the dogs he tested. 

The increased resistance is closely related 
to the anemia, or to the process of repair 
that accompanies the anemia. On the other 
hand, however, he has not found that the 
anemia of splenectomy is characterized by 
the presence in the blood of nucleated cells 
of immature type, or by an appreciable 
increase in the so-called reticulated or 
skeined cell, which are now considered as 
recently formed young cells. 

Pearce has examined many animals for 
these immature cells at periods varying 
from four days to one year after splenec- 
tomy, but has failed to find an appreciable 
increase; never more than 2 per cent. 
Moreover, Pepper and Peet have found that 
in experimental anemia (rabbits) due to 
phenylhydrazine, these cells are no more 
resistant to hemolysis by hypotonic salt 
solution than are normal red cells. It has 
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therefore been impossible for these workers 
to corroborate the evidence that: this 
increased resistance of the cells after 
splenectomy is due to the presence of young 
forms. But, in view of the fact that this 
‘ phenomenon is present in the case of anemic 
animals with intact spleens, Pearce is not 
prepared to eliminate anemia entirely as a 
factor. Banti however denies the influence 
of anemia. He argues that the degree of 
increase in resistance is not proportional to 
the anemia; it may develop in the absence 
of anemia, it may persist for many years, 
and that red cells in the splenic vein are less 
resistant than those in the general circula- 
tion. He also makes a point that after the 
injection of hemolytic serum, in spite of the 
marked anemia, and the many cells in the 
circulation, the resistance to this poison is 
decreased, -not increased. 

Pearce’s experimental studies have taken 
him further into the sphere of a phenom- 
enon closely allied to that of the increased 
resistance of the red blood cells to various 
lytic agents, namely, lessened tendency to 
hemoglobinuria and icterus exhibited by 
splenectomized dogs. 

Pearce concludes that splenectomy in the 
dog as a rule causes a transformation of the 
fatty marrow of the long bones into a richly 
cellular red marrow. During the early 
periods, one to three months, the change in 
the marrow is slight and either focal or 
peripheral; after six to twenty months the 
replacement of fat by marrow cells is com- 
plete or nearly so. 

A mild and moderate anemia usually 
reaches its most severe stage after one and 
a half months and is followed by repair, 
which is well advanced after three or four 
months, but may not be complete for a 
longer period of time. There is an increased 
resistance of the red blood cells to hypotonic 
salt solutions, hemolytic serum, saponin, 
cobra venom, and mechanical shaking; a 
lessened tendency to hemoglobinuria and 
jaundice and sometimes an absence of 
jaundice after the administration of hemo- 
lytic serums. 

The “‘blood-crises” so frequently found 
after removal of the human spleen in splenic 
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disease is not present after the removal of a 
normal dog’s spleen. 

The increased resistance of the red blood 
cells is a property of the red cell itself and 
is not due to an antihemolytic power of the 
serum or to changes in complement content. 

One finds a great increase in the number 
of endothelial cells of the lymph nodes, 
according to Pearce, in a large proportion 
of dogs that have been splenectomized for 
periods of two weeks or more. 

These findings are suggestive of the 
development of a compensatory function on 
the part of the lymph nodes and possibly 
the liver. The spleen normally contains 
cells which have the power to engulf and 
presumably to destroy red blood corpuscles. 

Change in the lymph nodes are according 
to Pearce a proliferation of the endothelial 
cells and an increase in their phagocytic 
power for red blood corpuscles. 





Milk Injections for Pelvic Infections 
in Women. 


GeLLHorN (New Orleans Medical and 
Surgical Journal, March, 1926) alludes to 
the unsatisfactory reports of specific 
therapy in the treatment of ills to which 
flesh is subject, and calls attention to the 
decidedly beneficial effects of non-specific 
protein therapy as applied to many infec- 
tions. This form of treatment, at first 
looked upon with askance by the general 
profession and derided by the laboratory 
worker, has proven so successful clinically 
that it is now considered by the medical 
and surgical leaders of thought and under 
appropriate circumstances employed by 
them with often astonishing results. 

By protein therapy the cells of the body 
are stimulated to resist and to overcome 
toxic and infective agents. Moreover, it is 
held that abnormal cells, i.¢., those not 
damaged beyond repair, react to stimulation 
more vigorously than do those which are 
normal. The effect of the protein injection 
is then to increase the power of the cell to 
elaborate those ferments and antibodies 
which neutralize bacterial toxins and hasten 
the absorption of inflammatory exudates by 





























increasing the permeability of the vessel 
walls. The first effect of the protein injec- 
tion manifests itself, within a few hours, in 
the form of a general reaction. There is 
usually a chill, followed by a rise in tem- 
perature which may reach as high as 105° F. 
In some cases there may be only drowsiness, 
increased perspiration, or slight nausea. 
After intravenous injections the general 
reaction is always more intense than after 
either intramuscular or subcutaneous injec- 
tions. The fever subsides in from twelve to 
twenty-four hours and gives way to a 
feeling of intensified well-being which is 
noticed by the patients in practically every 
instance and grows even more pronounced 
during the course of treatment. Appetite 
and sleep improve, and the depression of 
general malaise disappears. The rise in 
temperature is regularly accompanied by an 
increase of leucocytes: 20,000 to 25,000 are 
by no means exceptional figures, at least 
after the first one or two injections. This 
hyperleucocytosis fades away within two or 
three days, to reappear, in milder forms, 
after each subsequent injection. 

In addition to this obvious response of the 
whole organism, there is also a “focal” 
reaction at the site of the inflammation. In 
superficial infections we plainly see a tran- 
sitory increase in swelling and redness, and 
by analogy we may assume that also foci 
hidden in the depth of the body become 
more swollen and reddened. 

The number of proteins which have been 
used for clinical and experimental purposes 
is large. In actual practice only a few 
substances need be considered; of these 
milk has become most popular. 

Ordinary household milk is rendered fat- 
free by centrifugation and boiled in test 
tubes in a water-bath for ten minutes in such 
a manner that the test tubes do not touch 
the bottom of the vessel. 

The milk is injected into the upper por- 
tions of the buttocks under the usual anti- 
septic precautions. The initial dose is 5 cc., 
the standard dose 10 cc., which is reached 
with the second or third injection and then 
maintained throughout the course of treat- 
ment. The interval between injections is 
from three to five days, in indolent patients 
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occasionally only two days. One is guided 
largely by the clinical aspect of the case and 
the leucocyte count. When the latter has 
receded sufficiently from its peak, new 
stimulation is in order. The first injection 
is given no matter how high the original 
count was. . 

The general reaction sets in about six 
hours after injection. It used to be rather 
stormy in many instances, but since the 
employment of fat-free milk it has greatly 
abated, and chills and elevation of tempera- 
ture are, as a rule, but slight, though hardly 
ever totally absent. 

Of the various infectious diseases of the 
female genitals, gonorrhea of the tubes is 
the one which responds most readily to 
protein injections. This is all the more 
gratifying because the treatment of ascend- 
ing gonorrhea, on the whole, is unsatisfac- 
tory. That in very exceptional . cases, 
prolonged rest in bed, combined with 
conservative antiphlogistic measures, may 
bring about a cure cannot well be doubted ; 
but how infinitesimal this chance is may be 
inferred from the immense number of 
operations which are performed daily for 
pyosalpinx or its sequelae. Surgical treat- 
ment, again, offers relief only under certain 
conditions. 

Gellhorn has treated all patients with 
tubal involvement by milk injections, as the 
result of which operations for pyosalpinx 
have become as infrequent in his service as 
they used to be numerous. He does not 
claim that every case can be cured. 





Tonsillectomy in the Tuberculous. 


Newuart (Minnesota Medicine, March, 
1926) notes that the attitude of the average 
physician toward operative procedures on 
those afflicted with an active pulmonary 
tuberculosis, especially in patients requiring 
a general anesthetic, has long been one of 
extreme conservatism. There exists a wide- 
spread and deep-seated tradition that all 
operations on the throat in the tuberculous, 
especially tonsillectomy, are likely to pro- 
duce exacerbations of the existing pul- 
monary disease. 
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This tradition, in the light of recent ex- 
perience in the Glen Lake Sanatorium for 
Tuberculosis, seems to be largely a fallacy, 
and, in the interests of the many patients 
who are entitled to the best and most mod- 
ern therapeutic effort, should be challenged. 

Between April 17, 1919, and May 23, 
1925, with a total of 1490 admissions, 122 
tonsillectomies have been performed on tu- 
berculous individuals. Of these, 81 were on 
adults under local anesthesia and 41 on 
children, when a general anesthetic was em- 
ployed. Of the 122 cases only one did not 
prove satisfactory as to the ultimate out- 
come, and there exists the possibility that 
her death may have been hastened by the 
operation, though of this we have no proof. 
The others for the most part have done well, 
and in many instances date the beginning of 
a marked improvement to the tonsillectomy. 

In consequence of these results, it would 
seem that the tuberculous subject under in- 
stitutional care is as good a surgical risk 
for tonsillectomy as the non-tuberculous, the 
benefits to be derived from the operation far 
outweighing the slight risk of spreading the 
disease through operative procedure. 

All patients are carefully selected by the 
resident staff as ‘to their fitness for the op- 
eration, special attention being given to tem- 
perature and clotting time. Naturally the 
most favorable results are to be expected in 
young tuberculous patients, who often have 
pathological cervical glands resulting from 
infected tonsils. 


Massage and Movement in the Treat- 
ment of Fractures. 


DarracH (Illinois Medical Journal, 
March, 1926) contributes an excellent arti- 
cle on this subject, the main point of which 
is insistence upon the fact that massage and 
movement in the treatment of fractures 
should be so gently conducted that they 
cause no pain at the time of treatment nor 
subsequent inflammatory reaction. He holds 
that just as improper reduction and splint- 
ing can result in pitiful disabilities, so can 
careless rough massage and strenuous forced 
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movement do great damage. The proper use 
of these methods requires knowledge, skill, 
patience, judgment, and gentleness. If any 
of these are lacking the method had better 
not be used at all. 

The various forms of massage can be 
simply described as stroking, compression, 
and percussion. Stroking may be superficial 
or deep. Until one has tried superficial 
stroking personally one is very dubious of 
the claims made for it. 

It is really astounding at times what ef- 
fect can be obtained in very recent cases. 
The pain subsides, the muscles relax, the 
swelling decreases. The effect of this 
may be partly mechanical, due to aid given 
to the venous and lymphatic return, yet it 
must have other effects as well, for as Men- 
nell has pointed out, it works about as well 
whether it be done in centrifugal or centri- 
petal direction, provided it is only done in 
one direction. At least part of its effect is 
reflex. But whether it be reflex or me- 
chanical or both, clinically the effect is real. 

With the deeper form of stroking, when 
pressure is brought to bear on the deeper 
parts more of the effect must be mechanical, 
and this form should only be used in a 
centripetal direction. In carrying out this 
form the pressure should be enough to aid 
the venous return but not enough to impede 
the arterial flow. Most of the deep stroking, 
as well as the other forms, is carried out by 
the majority of masseurs with too much 
force. The only period when even moderate 
force is to be tolerated is in the later stages 
or in neglected cases. 

By compression we mean kneading, fric- 
tion, and petrissage. There is no sharp line 
between these. Let us consider, for exam- 
ple, a baggy, edematous leg; by direct 
pressure with the thumbs or fingers we can 
squeeze out some of the fluid—this is knead- 
ing ; if with the pressure we move around on 
the deeper parts it is called friction; if we 
pick up the tissues and squeeze them it is 
petrissage. The various forms of percussion 
massage are not indicatéd in the handling of 

fractures. 

Theoretically a patient’s joints can be 
moved passively or actively—that is, they 











can be moved for him or he can move them 
by himself. Pure passive motion is rather 
difficult to obtain without an anesthetic, as 
the patient almost always contributes some 
muscular effort. The graduations between 
so-called passive motion or relaxed motion 
and active motion are gradual. A term— 
“guided active motion”—has been used to 
describe the intermediate stage. The pa- 
tient’s muscles can be exercised and re- 
educated by assisting the operator in per- 
forming the movements or by resisting the 
movement, bringing into play the opposite 
set of muscles. Mennell calls these “assis- 
tive” movements and “resistive” movements. 
Rest is necessary, as is also enough im- 
mobilization to avoid recurrence of the 
deformity. Try the effect of the gentlest 
superficial stroking in an early case and see 
if it will not ease the pain, relax the spasm, 
decrease the early swelling, and often sim- 
plify the reduction. After reduction, .before 
union is firm, daily use of the same super- 
ficial stroking, combined with very gentle 
movements of the adjacent joints, will be of 
great service if they are carefully carried 
out. But if done roughly or carelessly, they 
may do a great deal of harm. Mennell tells 
the story of a French masseur who had 
tremendous success and incurred the jealousy 
of the surgeons of his time. He never 
would tell the secret of his success until 
one time his son’s life was saved by an 
operation for peritonitis, and when the sur- 
geon who operated asked him what his 
secret was, he said: “I never hurt my 
patients.” 

The first aim is to get relaxation of the 
patient. Begin at a distance and gradually 
approach the site of injury, but in the early 
stages do not quite reach it. Be gentle. 
Avoid pain. Who shall do it? In the early 
Stages the doctor himself or some skilful 
person, personally trained, who shall receive 
definite and specific instructions in each case. 
If the doctor himself cannot attend to it or 
no such trained person is available, it is 
better for the patient to go without it en- 
tirely until union is complete. 

The amount must be carefully graded. If 
the pain has increased or if motions de- 


PROGRESS IN THERAPEUTICS 





671 


crease, it means we have gone too far and 
a day or two of rest is indicated: Any signs 
of inflammation are a definite contraindica- 
tion. 

The same rules hold for motion. They 
must also be carried out with care as to 
detail, avoiding overstrain or injured or 
contracted ligaments or muscles. 

In the later stages many devices can be 
suggested to encourage the patient—mar- 
bles, tennis balls, various gymnasium ap- 
pliances. 


Indications for Artificial Pneumothorax. 


Mattity, and Watt (Minnesota Med- 
icine, March, 1926) note that the indications 
for pneumothorax are twofold: those that 
concern the diseased lung itself, and those 
that concern the contralateral lung together © 
with tuberculous or non-tuberculous path- 
ological conditions in other parts of the 
body. 

Those concerning the more diseased lung 
have to do with the extent and type of in- 
volvement and the presence of hemorrhage. 
Early or incipient cases are not considered 
among those which should have pneumo- 
thorax. Reports have appeared in the litera- 
ture on the use of pneumothorax in early 
cases, but they are not convincing. Col- 
lapsing the lung does not cure the patient’s 
tuberculosis, but merely places the lung at 
rest and allows the healing to proceed more 
rapidly. 

The duration of pneumothorax treatment 
must be considered in years rather than in 
months, and this factor must be taken into 
account in starting treatment in relatively 
early and even in the more advanced cases 
where the patient is doing well. 

There are certain complications which 
accompany pneumothorax, and these also 
must be taken into account in instituting 
treatment. Fluid occurs very frequently, in 
50 to 100 per cent of all cases, depending on 
how long the treatment is continued. Other 
less frequent complications are empyema, 
subcutaneous emphysema, spontaneous pneu- 
mothorax, and air embolism. Any one of 
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these complications may influence the course 
of the disease unfavorably. Hemorrhage 
may be an indication in early involvement, 
but these cases are exceptional. 

The results of compression are not as 
good in acutely involved lungs as in the more 
chronic type. 

Recent infiltration in the contralateral 
lung determined either by physical signs or 
x-ray is a contraindication to artificial pneu- 
mothorax. Bilateral pneumothorax is of 
value in a few carefully selected cases. 
Tuberculous complications in other parts of 
the body are not as a rule contraindications 
to pneumothorax. Disease of the heart, ves- 
sels, or kidneys may so be. 





Injection Treatment of Internal 
Hemorrhoids. 


Price (Clinical Medicine, March, 1926) 
gives an historical review of this method 
of treatment, and alludes to the bitter op- 
position on the part of the profession 
because it fell mainly into the hands of 
irregular practitioners. He quotes Morley 
to the effect that after the injection treat- 
ment recurrence may be expected in about 
5 per cent of cases. Price has had three 
years’ experience, and in all has made some 
500 injections. The usual solution is 1 to 
5 per cent carbolic acid in equal parts of 
glycerin and water. In the acute cases the 
first injection is of minimum strength; into 
old and fibrosed hemorrhoids stronger solu- 
tions are driven, 5 to 8 per cent of carbolic 
acid representing the beginning treatment. 
Thereafter concentrations are employed in 
accordance with symptoms developing from 
the first injection. In no case should a sub- 
sequent injection be made until the inflam- 
mation from the previous one has subsided. 
The intervals between injections should, in 
any case, be not less than a week. As a 
rule five to twelve injections are needful for 
a cure. There is no pain; but slight dis- 
comfort. 

Predicted complications, such as intense 
pain, extensive sloughing, thrombosis, or 
abscess of the liver, have not been ob- 
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served. In only one case has any consider- 
able pain occurred—a patient in whom a 
rectal fissure had been overlooked. Slough- 
ing has taken place in some cases where the 
stronger solutions were used and injected 
too superficially, but extensive sloughing 
has not occurred and healing has been rapid 
and complete. 

Prior to any treatment there is the obvi- 
ous duty of making the most exact diag- 
nosis possible.. A careful anal and procto- 
scopic examination for evidence of fissure, 
ulceration, polypi, fibromas, papillomas and 
malignancy should precede any attempt to 
relieve patients suffering with hemorrhoids. 

One substance which, according to pres- 
ent indications, merits careful trial is alco- 
hol. Its chief protagonist is Dr. Ismar 
Boas. His preference for alcohol merits 
special attention, perhaps, because he has 
abandoned carbolic acid in its favor. 

Injections are made with 95-per-cent 
alcohol, and one injection of 0.5 to 1 cc. 
suffices. Before injection the bowels are 
emptied by a cathartic and an enema; if 
there is hemorrhage, several previous intra- 
rectal injections of a 5-per-cent calcium 
chloride solution are given. Local anes- 
thesia is produced by injecting about the 
anus 20 cc. of a 0.5-per-cent novocaine- 
adrenalin (procaine -epinephrin) solution, 
and in case of very large piles a morphine 
injection is sometimes given. Finally, by 
means of a Bier suction apparatus, applied 
for about twenty minutes, the hemorrhoids 
are exposed and, with the patient in the 
knee-elbow position, each one is injected by 
means of a fine needle pushed deep into the 
substance of the pile. Care must be taken 
to have the point of the syringe dry; even 
traces of alcohol may produce inflamma- 
tion and necrosis of the mucous membrane. 
The injections are completed in two or three 
minutes, and are never required to be in- 
terrupted because of pain. The well- 
greased hemorrhoids are returned to the 
rectum. Patients lie on their backs for 
twenty-foui hours and are kept for four 
days on a liquid diet. If there is an inclin- 
ation to bowel movement or increased per- 























istalsis, opium is given occasionally. The 
fourth or fifth day a cathartic is given and 
a rectal injection of 30 to 50 grammes of 
liquid paraffin. The first defecation is usu- 
ally painless. The patients are then put on 
an ordinary diet and allowed to be out of 
bed occasionally; “they are usually dis- 
charged in eight to ten days. 

An interesting method of injecting qui- 
nine and urea has been originated by Aaron. 


"He has found that it is not necessary to in- 


ject each pile separately ; that by infiltrating 
the rectal tissues the piles in the indurated 
region disappear. In practice, he infiltrates 
successively each quarter of the rectal wall 
with a 5-per-cent solution of quinine and 
urea hydrochloride, choosing first the quar- 
ter containing the piles giving most trouble 
from prolapse or bleeding. At intervals of 
a week he injects each of the four quad- 
rants, thus achieving a cure in a few weeks 
without subjecting patients to pain, great 
expense, or great loss of time. The injec- 
tion is made a little above the internal 
sphincter. He injects slowly 5 cc. of a 
5-per-cent solution; stronger solutions he 
finds produce sloughing. He has had no 
recurrences. 

The results of treatment have shown de- 
cisively that hemorrhoids may be caused to 
disappear by injecting them with various 
solutions, which, in ways unknown, lead to 
their destruction. The general effects of 
such injections are neither dangerous nor 
inconvenient. 





Monkey Gland Transplants. 


SHERWOOD-DuNN (Urologic and Cuta- 
neous Review, March, 1926)_contributes an 
interesting article in which he notes that 
thirty years ago he worked with Brown- 
Sequard in his laboratory in the College of 
France during the period when the latter 
was making his experiments with testicular 


_ extract. He speaks with some feeling of 


vitriolic attacks made on him because of his 
belief in testicular grafting. He quotes at 
length from Professor Voronoff and calls 
attention to the latter’s latest published 
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work in which it is shown that unicellular 
beings, infusoria, corals, etc., never die a 
natural death; they perpetuate themselves 
by any part of their body, the cells simply 
dividing and renewing themselves per- 
petually. He insists that all other beings, 
including man, are aggregates of these 
primitive cells, evolved to a higher state. 
In this evolution most of the cells, with the 
exception of a few, which are devoted to 
the function of reproduction, have lost their 
capacity to return to the embryonic state 
and to reproduce themselves. 

It is on this basis that Voronoff has 
evolved his theory of replacing the worn- 
out cells of the human organism, by healthy 
active cells of a young organism, thereby 
restoring the vigor and youthfulness of the 
subject upon whom the operation is per- 
formed. 

A number of pictures are reproduced ; one 
of a senile ram trembling on his legs and 
suffering from incontinence of urine, with a 
meager coat and skin bare in some places. 
He was grafted from a young ram two 
years of age and completely transformed in 
three months. The grafted testicle was 
removed, whereupon there was a return of 
all the symptoms of senility. The second 
testicle was engrafted. The animal again 
renewed his youth and energy. This lasted 
for three years, when the symptoms of 
senility again appeared. They were cured 
by a third testicular graft. He gained from 
four to six years of life, that is over one- 
third of the extreme age of his species, and 
is still to be seen at Professor Voronoft’s 
laboratory with his female companion, by 
whom he has had four separate lambs. 
There are two pictures of a bull, one ex- 
hibiting profound decrepitude and the other 
great vigor. There are some pictures of 
humans largely restored to vigor. 

The operation consists in transplanting 
from the body of the live monkey (by 
preference the chimpanzee) the two testi- 
cles, appropriately divided, to the human 
testicles. The transplant takes root and 
becomes a part of those organs so treated. 

The operation is entirely devoid of dan- 
ger and is not painful, but is difficult for the 
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operator, because of the delicacy of the 
dissections required, to insure the proper 
relation between the testicles and the graft, 
upon which depends the success of the 
operation. The testicle of the simian donor 
is cut in fourths, and these are sutured be- 
neath the tunica albuginea of the recipient. 
At the end of ten days the patient is allowed 
to leave the hospital. Following the opera- 
tion the patient suffers no inconvenience, 
and once out of the hospital shows and feels 
no anatomical deformity that would recall 
the experience. 

The demand for this operation has in- 
creased to the extent that it becomes a 
serious question how and where to secure 
the necessary number of animals to supply 
grafts. 

The benefits from the operation continue 
until the graft loses its hormonic impulse. 
The length of time required for this differs 
in individuals. 

Although the graft is derived from an 
animal and applied to the human organs, it 
does not carry into the human system any 
animal characteristics. The human organ 
receives into its economy the vital elements 
derived from the graft and changes these 
in its own laboratory into dynamic forces 
for the revitalization of the whole system. 





The Treatment of Post-mortem 
Infections. 


HANFIELD-JoNES (Lancet, March 13, 
1926) in his remarks bearing on this sub- 
ject states that the usual organisms in these 
infections are the pathogenic cocci, strep- 
tococci being the more serious. 

The fulminating types of lymphangitis 
are caused by virulent streptococcal infec- 
tions. 

Methods of preventing these infections 
are given, perhaps the most important be- 
ing reasonable care. 

As for prophylactic treatment, directions 
are given to cease work at once, encourage 
bleeding, cleanse the wound thoroughly, im- 
merse it in an iodine bath, put on a sterile 
dressing, give suitable drugs, and immobilize 
the arm. 
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The method of cleansing advised is the 
use of brush and ether soap. Thereafter 

the injured member is immersed in an alco- 

holic tincture of iodine and kept there five 

minutes by the clock, the edges of the 

wound being kept so separated that the io- 

dine penetrates to its depths. The dabbing 

of iodine on a cut with a swab is regarded 

as entirely futile. 

As to drugs manganese is strongly com- 
mended in the form of butyrate given in 
one-per-cent solution as a 1-cc. injection 
into the muscles of the buttocks. More-- 
over the arm on the side of the injury 
should be splinted. 

The established infection may take the 
form of acute lymphangitis, infection of the 
terminal segment of the finger, acute teno- 
synovitis, and infection of the fascial spaces 
inthe palm. 

The treatment of septic conditions other 
than lymphangitis resolves itself into proper 
incision and drainage ; when this is adequate 
healing results, when it is neglected nothing 
else can help the patient. 

Acute lymphangitis is the dangerous con- 
dition which, from the very fact that no 
drastic surgical treatment is called for, 
gives rise to some of the most perplexing 
problems of therapeutics. It is essentially 
an infection of the lymphatics, with little 
or no extra lymphatic local infection at the 
primary site, though at a later date a local 
abscess may form here. The process 
spreads rapidly through the lymphatic chan- 
nels up the forearm, into the axillary 
glands, and later, in severe cases, into the 
general blood stream. A slight injury to a 
finger may be followed by a feeling of tense 
discomfort without the typical throbbing of 
an infected pulp; on examination there is 
no appreciable local swelling. A feeling of 
chill or even occasionally a rigor may have 
occurred. The red lines of lymphangitis 
will be visible in the forearm, and grave 
constitutional symptoms will be present. 

Kanavel has described four types of 
acute lymphangitis: Acute lymphangitis, 
without local complications ; here the symp- 
toms are as described above with red lines, 
a temperature of 103° F., and a general 
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feeling of severe malaise. A similar con- 
dition may clear up quickly, but leave be- 
hind a small local abscess at the site of 
infection. There may be associated sys- 
temic involvement and ‘secondary tendon- 
sheath infections. 

The infection may be of the fulminating 
type characterized by acute septicemia and 
often terminating fatally. 

The treatment of acute lymphangitis must 
be local and general. The local treatment 
consists in swathing the hand, forearm, and 
arm in an old-fashioned poultice, for fomen- 
tations lose their heat too rapidly. Only 
in the presence of well-defined complica- 
tions, such as localized abscesses or tenosy- 
novitis, is active surgical intervention called 
for. It cannot be too strongly emphasized 
that incisions for lymphangitis do no good 
but increase the area for absorption. 

The general treatment is confined -to 
eliminative and supportive methods. Abso- 
lute rest and quiet are desirable. Saline 
purgatives, diuretics, and stimulants, all 
have their place. Antistreptococcal serum 
in large doses has been used without very 
encouraging results. 

The author has found blood transfusion 
a weapon of the utmost value in combating 
septicemia, and recommends that the group- 
ing of available donors should be under- 
taken at the first threat of a serious infec- 
tion, one being kept always at. hand till the 
acute stage is past. Metastatic collections 
of pus must be watched for and the dan- 
ger of an empyema borne in mind. 


Regional Anesthesia. 


MEEKER (Clinical Medicine, April, 1926) 
states that field block is especially appli- 
cable to the removal of superficial benign 
tumors. A diamond-shaped area surround- 
ing the growth is marked out by four der- 
mal wheals. From these anesthetized 
points, fanwise injections are.made in four 
planes converging to a point underneath the 
base of the tumor. This is a highly useful 
method but applicable only to limited areas. 
It is particularly suitable for cysts, superfi- 
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cial tumors of all sorts, and chronically in- 
flamed areas where injection of the patho- 
logic tissues is to be avoided. Areas of the 
scalp are easily circumscribed in this man- 
ner, injections being carried directly down 
to the pericranium. 

Circular field block is applicable to anes- 
thesia of the fingers, toes, metacarpal and 
metatarsal bones. A ring of novocaine 
(procain) solution around the base of a fin- 
ger or toe, carried well down to the perios- 
teum, gives distal anesthesia of the pha- 
langes. The corresponding metacarpal bone 
may be included by extending the planes of 
solution proximally into the hand or foot 
from either side of the phalanx, then sur- 
rounding the base of the bone. The same 
principle may be applied to the great toe and 
the first metatarsal bone in the removal of 
bunions. 

Circumferential injection of the terminal 
rectum produces satisfactory anesthesia in 
most cases of hemorrhoidectomy and oper- 
ations for anal fissure. The technique is 
so simple and quickly executed that many 
surgeons employ it in preference to a gen- 
eral anesthesia. 

The anus is enclosed by four dermal 
wheals, from which deep fanwise injections 
are made with a guiding finger in the rec- 
tum. The dermal wheals are-then con- 
nected by subcutaneous injections so that 
a wall of anesthetic medium the shape of 
a hollow cylinder is made to encase the ter- 
minal rectum. 

Small perineal fistulze and fistulz-in-ano, 
when not too painful and in which the 
course of the fistulous tract is definitely de- 
termined, may be thus encased by a wall of 
solution. 

There is probably no commonly per- 
formed major operation that is more invit- 
ing for local anesthesia than that for the 
repair of hernia. In strangulated hernia in- 
filtration methods are excellent. Dragging 
and pulling on the organs within the sac 
may cause pain. In umbilical and ventral 
hernias the distribution of the nerves in- 
volved, usually converging from both sides 
to the hernia, makes the circular method of 
field block quite applicable. 
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The Treatment of Cancer with Colloidal 
Lead. 


Westsrook (Long Island Medical Jour- 
nal, April, 1926) gives a brief review of 
the reasons which lead Blair Bell to advo- 
cate and employ colloidal lead in the treat- 
ment of cancer. This metal has been shown 
to have,a selective action for cells contain- 
ing phosphatides, and especially lecithin, 
compounds found in abundance in cells of 
malignant growths. In dogs suffering from 
cancer and treated with lead this metal could 
be recovered from the growths in much 
larger proportion than from any part of 
the body, excepting the gonads. Since lead 
is toxic the problem was to introduce enough 
of it to inhibit cancer growth and not 
seriously injure the patient. Simple metallic 
lead in a colloidal suspension given intra- 
venously has been found by Bell to be least 
hurtful. 

The present preparation made from the 
formula selected from many others is a thin 
gray-black fluid, prepared by electric means 
from metallic lead with gelatin, and is quite 
unstable. It is prepared fresh every second 
day. It may be given easily into the veins 
of the arm with a Record syringe through 
very fine needles. The average dose is 15 
to 20 cc. of a 0.5-gramme solution; 20 cc. 
represents 0.1 gramme of metallic lead. 

Westbrook reports that during the early 
part of his stay in Liverpool three new pa- 
tients were given average doses. Two of 
them, women, did well; the third, a man, 
with sarcoma of the neck, died with the 
urinary suppression of acute nephritis, al- 
though no kidney lesion had been recognized. 

Following this accident patients were 
given only one-quarter of the average dose 
each day on four successive days, the second 
series being planned after a week’s rest, the 
administration being continued as vigorously 
as conditions permitted, the aim being to 
give the patient about 0.6 gramme of metal- 
lic lead before stopping treatment, which 
may extend over a period of several months. 

During the treatment the blood is exam- 
ined for the presence of stippled red cells, 
which constitute one of the earliest signs of 
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lead poisoning. Toxic effect is shown by 
one cell to every five or six fields. Lead 
anemia may reach a dangerous degree. Re- 
covery seems fairly well assured and com- 
plete. Preéxisting renal disease is almost 
a contraindication to the use of lead. 

This work has been going on for over 
five years. After laboratory study it was 
used on a pregnant woman thirty-six years 
old, suffering from a large ulcerating car- 
cinoma of the breast, with axillary involve- 
ment, and pronounced hopeless by two sur- 
geons. Injections of lead were begun, and 
in a little over a month the growth had dis- 
appeared. The patient has had two children 
Since and nursed them from her breast, and 
is now well. Section of the tumor showed 
it to be highly malignant, but not a typical 
carcinoma. Welch was-inclined to regard 
it as a Sarcoma. 

Bell removes the mass of growth where 
possible and makes a section for histological 
diagnosis. He does not hesitate to cut 
through cancer infected tissues, relying on 
the lead to care for any cells set free. From 
1920 to the present time 227 cases of cancer 
were treated in Liverpool ; 20 to 25 per cent 
are believed to be well. All of them were 
inoperable cases; many of them were far 
advanced. Westbrook has personally seen 
ten cases which have been clinically well for 
periods of from five to ten years. Two of 
the 10 cases were not proven by microscopic 
sections, namely, in the case of carcinoma 
of the esophagus and in a case of carcinoma 
of the gall-bladder. The gall-bladder and 
esophagus had been pronounced hopeless by 
a well-known Liverpool surgeon after an 
exploratory operation. 

As for the outlook regarding lead, West- 
brook points out that some cases will not 
be able to take it at all, and a few will suc- 
cumb at once to the treatment. Some 
growths will not yield to it, as results thus 
far have not been promising in growths 
about the mouth and skin and where metas- 
tasis has spread to bone. Lead should not 
supersede surgery or radiation, but may be 
used in connection with them. It is esti- 
mated that seventy per cent of persons de- 
veloping cancer to-day die of that disease in 


























spite of our improved methods. In that 
seventy per cent should lie the field for the 
use of lead, most of such cases being in- 
operable or recurrent. If twenty-five to 
thirty-five per cent of such cases could be 
cured, it would probably be all we could 
expect of lead as we know it now. Even 
such a percentage would be a marvelous 
advance on anything that we can show for 
that group of cases. A series of selected 
early cases in fair general health might show 
higher percentages of cure. As a prophy- 
lactic against recurrence following surgical 
operations, it is hardly likely to be used in 
its present state. 





Cholecystitis. 


Jupp (Northwest Medicine, April, 1926) 
believes that surgeons are called on to oper- 
ate for cholecystitis, or allied condition, 
more often than for any other abdominal 
disease. During the study of the effect of 
Dakin’s solution administered intravenous- 
ly, Mann showed that the tissues of the gall- 
bladder were the first to be changed, and 
that a definite non-bacterial cholecystitis 
could invariably be produced by the intra- 
venous administration of this solution. Un- 
der these conditions the gall-bladder became 
very much reddened and tense, and there 
was an extravasation of blood from the 
capillaries into the tissues. This occurred 
a short time after the solution had been 
injected, and when no change could be dem- 
onstrated in any other tissues. 

The clinical manifestations of acute cho- 
lecystitis are usually definite. The princi- 
pal symptom is pain, which is usually very 
severe, has a sudden onset, and radiates 
characteristically to the back of the shoul- 
ders. When this symptom is present the 
diagnosis is certain; but much uncertainty 
attends the attempt to diagnose chronic 
cholecystitis in the absence of colicky pain. 
Soreness, tenderness, constant dull pain, dys- 
pepsia particularly evidenced by belching 
and flatus, and many remote symptoms, may 
result from chronic inflammation of the 
gall-bladder. Since it has been shown many 
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times that the infected gall-bladder may be 
a focus for systemic infection, resulting in 
rheumatism and cardiovascular. disease, it is 
important that chronic cholecystitis should 
be recognized. Willius has shown that in 
55 per cent of the cases of cardiovascular 
disease with which cholecystitis is associ- 
ated definite benefit and modification of the 
cardiac symptoms will follow removal of the 
diseased gall-bladder. 

Boyden has shown by experiments on 
animals that a regular cycle takes place and 
that after a period of starvation the gall- 
bladder is always tense. It is probable that 
the tenseness that we frequently find, and 
have been inclined to attribute to inflamma- 
tion, may be the result of the starvation 
that usually occurs before operations on 
the gall-bladder. 

In the last few years the author has 
been interested in studies of two groups 
of cases to determine the end results of 
operations for chronic «cholecystitis with- 
out stones. The classification as to the 
grade of cholecystitis was taken from the 
various pathologic diagnoses. All speci- 
mens were diagnosed and graded immedi- 
ately after the operation. The case his- 
tories were reviewed and followed up by 
questionnaires. One of these series was a 
group of 100 cases, and the second was a 
group of 300. 

If a patient had a typical history of 
cholecystic disease, with characteristic col- 
icky pain, he would be relieved of his symp- 
toms if the gall-bladder were removed, 
whether or not it showed recognizable dis- 
ease. This study furthermore seemed to 
indicate that in cases of cholecystitis grade 
1, in which the clinical manifestations were 
definite but disease unrecognizable at oper- 
ation, cholecystectomy was followed by cure 
in a higher percentage than in the cases 
in which the disease of the gall-bladder was 
graded 2, 3, or 4. The study furthermore 
showed that, if the patient’s-symptoms were 
of the chronic dyspeptic type or if the pre- 
dominant features were soreness, tender- 
ness, and aching in the side, the likelihood 
of cholecystectomy promoting cure was not 
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great. It had formerly been thought that 
in a large proportion of cases symptoms of 
dyspepsia were the result of cholecystic dis- 
ease. While this is undoubtedly true, never- 
theless the removal of the gall-bladder for 
chronic dyspepsia gives a small proportion 
of satisfactory results. 

The important problem in cholecystitis is 
the development of a plan for more accurate 
diagnosis. The results of operation in these 
cases are very satisfactory, and the oper- 
ative risk is very low. A much more seri- 
ous condition exists when the disease be- 
comes complicated with biliary cirrhosis, 
resulting in jaundice or inflammation of the 
pancreas. It has been known for many 
years that calcium has certain effects on the 
coagulating time of the blood in cases of 
jaundice. It has been used for this pur- 
pose for a long time, but it is only since 
Walters made a scientific study of how to 
use it that a great deal of benefit has been 
derived from it. Knowing how to study 
the degree of jaundice and how to use cal- 
cium with an occasional transfusion in these 
cases has reduced the mortality from almost 
a prohibitive level to a very satisfactory one. 
By all odds the most important test of the 
patient’s condition is the Van den Bergh 
test for the amount of bilirubin in the blood 
serum. This shows the exact degree of 
jaundice; repetition of the test indicates 
whether the jaundice is increasing or de- 
creasing. It can thus be determined how 
much preparation is needed and what the 
risk of the operation will be. 

There is no abdominal operation that re- 
quires as good exposure as does one on the 
gall-bladder or gall-ducts. The best ex- 
posure can be obtained by a fairly large in- 
cision which begins at the ensiform and ter- 
minates a little to the right of the umbilicus. 
The suspensory ligament can be divided, 
and many times this should be done, as it 
affords not only better working space but 
a fixed point on the liver which enables one 
to lift this organ up and retract the under 

surface. It is much safer and better to 
perform cholecystectomy by beginning the 
operation at the cystic duct end of the gall- 
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bladder than by’ starting at the fundus. 
There ‘is an occasional case in which the 
lower end of the gall-bladder and cystic duct 
cannot be isolated, and in which it may be 
better to start the dissection from above. 
After the gall-bladder has been removed, 
the cystic duct and artery should be ligated 
and dropped back away from the surface of 
the liver, and, if feasible, the gall-bladder 
fossa should be covered with peritoneum. 
After having closed without drainage in 
several hundred cases, the author is con- 
vinced that in the clean case in which the 
cystic duct is accurately tied and the oozing 
absolutely controlled, it is a safer and bet- 
ter procedure. 

In cases associated with jaundice, opera- 
tion can be carried out with less risk, if 
the abdominal wall is blocked with novo- 
caine, and ethylene used as the general 
anesthetic with as little ether as possible. 
In cases of deep jaundice it is usually best 
not to remove the gall-bladder, unless it 
can be done with very little disturbance to 
the surface of the liver. If that is opened 
into, considerable oozing follows, and the 
more these cirrhotic livers are sutured, the 
more profuse the oozing becomes. The re- 
sult is that the wound has to be closed with 
the gall-bladder fossa packed with gauze, 
which is a bad procedure if it is possible to 
avoid it. It is essential to control all ooz- 
ing when the patient is jaundiced. 





The Operative Treatment of Carbuncle. 


Epmunps (Lancet, March 13, 1926) 
states that the operative treatment of car- 
buncle resolves itself into making crucial or 
other incisions into it, or complete excision 
of the whole affected area. He pictures 
and describes a crucial incision marking out 
four flaps which are dissected back, any 
necrotic area of the skin being removed at 
the same time. Having reflected the flaps 
the whole of the suppurating area is cut 
away with the knife, and the resulting cav- 
ity packed with cyanide gauze wrung out in 
1-in-40 carbolic, the flaps being turned out- 











PROGRESS IN THERAPEUTICS 679 


ward. In this way the whole area is 
opened up to the maximum extent, but with 
this advantage: four flaps of skin are left, 
a little irregular and ragged, but capable of 
being replaced in a few days. The saving 
of this skin in no way hinders the drainage, 
while it greatly accelerates healing and 
diminishes the size of the ultimate scar. 





Acute Synovitis of the Hip in Young 
Children. 


KLEINBERG (Archives of Pediatrics, April, 
1926) observes that acute synovitis of the 
hip-joint occurs frequently in very young 
children. It is a mild affection due in most 
cases to simple trauma. It is a unilateral 
affection. There is a congestion of the 
synovial membrane resulting in a variable 
amount of abnormal secretion of synovial 
fluid. The chief symptoms are pain in 
the thigh or hip, limp, and restriction of all 
of the hip motions. The treatment con- 
sists of immobilization of the hip and free- 
dom from weight bearing. Under appro- 
priate treatment the symptoms disappear 
promptly. There is no tendency to chro- 
nicity or recurrence and no complications 
have been observed. 





Fallacies Concerning Hemorrhoids. 


MontacuE (Medical Journal and Record, 
April 21, 1926) states that in a previous 
article some popular fallacies concerning 
hemorrhoids were noted. There are sub- 
mitted herewith some other views which are 
equally erroneous and apparently as wide- 
spead. Thus he holds that it is erroneous 
to believe: 

That hemorrhoids are hereditary. A dis- 
tinction must be drawn between a hereditary 
weakness in vascular tissue and the inherit- 
ance of actual hemorrhoids. 

That extensive preoperative catharsis and 
enematization is a necessary preliminary to 
hemorrhoidectomy. Patients do much better 
with the very simplest kind of preparation. 

That it is necessary to “tie up” the bowels 
following a hemorrhoid operation. In the 


average case that has not been subjected to 
preoperative catharsis the patient will not 
have a bowel movement for two or three 
days even if tincture opii is omitted. 

That hemorrhoidectomy cannot be done 
as completely under local as under general 
anesthesia. 

That rectal wounds will always heal by 
first intention if they are sutured at the time 
of operation. As a rule infection of the 
wound occurs, the sutures slough out,.and 
we have a worse condition than would have 
existed had the wound been left open. 

That there is a capillary form of hemor- 
rhoids. Pathologically, this condition con- 
sists in a telangiectasis of the mucosal 
capillaries. 

That there is an arterial form of hemor- 
rhoids. This condition is often the remain’ 
of a partially cured hemorrhoid in which the 
venules have been obliterated but the artery 
remains. The structure is really a polyp. 

That it is required by law that the first 
bowel movement shall be painful. There 
are simple measures which may be taken to 
make this even painless. 

That the injection treatment of hemor- 
rhoids is invariably followed by sloughing. 
When this treatment is properly adminis- 
tered, sloughing never occurs. 

That the only cause of “piles” is consti- 
pation. 

That hemorrhoids occur in children under 
three years of age. Most of these cases are 
really prolapse and not hemorrhoids. 

That the general surgeon operates on 
hemorrhoids with the same care he would 
use on almost any other condition. Usually 
the junior intern, who is the most inexperi- 
enced man on the staff, has these cases 
assigned to him. If the general surgeon 
operates at all, in most instances he never 
personally treats his case again. 

That the average graduate in medicine 
ever had presented to him even an elemen- 
tary study of the commonest rectal diseases 
—hemorrhoids. In some grade A schools 
the course in rectal diseases merely has a 
place in the curriculum—a final resting- 
place. The course itself is never given. 

There is no surgeon of average skill who 
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cannot intelligently treat cases of hemor- 
rhoids. It is with full consciousness of this 
fact that the statements given above are of- 
fered. Thus while not impugning the pro- 
fessional skill of our medical colleagues, 
Montague does recommend a more careful 
consideration of these cases and the exercise 
of sounder judgment in coming to conclu- 
sions as to the nature of hemorrhoids and 
the consistency of therapeutic methods sug- 
gested for their treatment. 


Why Chronic Gonorrhea in the Male? 


Petouze (Atlantic Medical Journal, 
April, 1926) defines chronic gonorrhea as 
that in which the gonococcus persists for 
longer than ‘six months. He holds that 
with careful treatment and proper codpera- 
tion on the part of the patient chronic 
gonorrhea in the male can be almost obliter- 
ated as a clinical entity. 

By making the most generous allowances 
for the influences of the patient’s own acts, 
there will still be found a composite picture 
that cries aloud for correction, for many of 
the forms of treatment in general use are 
not so potent for cure as they are for the 
production of conditions that lead to chro- 
nicity. Among those most frequently brought 
out are the following: 

The passage of instruments or solid 
bodies into the acutely inflamed urethra. 

The use of injections and irrigations un- 
der very high pressure. The use of sub- 
stances in the urethra that causes great 
burning and a profound subsequent inflam- 
matory reaction. 

The administration of large doses of vac- 
cines in early stages of the disease. The 
entrusting of all of the treatment to the 
patient without adequate instructions. The 
use of intravesical irrigations when only the 
anterior urethra was infected. 

The use of silver nitrate instillations into 
the posterior urethra during the early stages 
of its acute inflammation. 

The use of astringent injections whereby 
the disease is rendered latent from the start. 

Pronouncing the patient safe to indulge 
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in coitus without doing more than looking 
at his urine to determine cure. 

The use of prostatic massage so early 
that it could only do damage to the gland. 
Such strenuous prostatic massage that it 
causes the patient great pain. 

Prostatic massage under such conditions 
and of such a type as to favor extension to 
the seminal vesicles and epididymi. 

Local treatments during an acute poste- 
rior urethritis. 

Lack of the knowledge that the prostate 
becomes infected in every case of posterior 
urethritis and does not recover spontane- 
ously. ‘ 

The use of too many forms of treatment 
rather than the adequate use of one. Fail- 
ure properly to acquaint the patient with 
the dangers of the disease and the necessity 
for a strict mode of life. 

As a means of preventing chronic gon- 
orrhea Pelouze lays down the following 
points : 

Don’t do anything to devitalize this very 
delicate mucosa upon which you must rely 
for cure. 

Don’t injure it by the passage of solid 
bodies into it until you have reason to feel 
the gonococcus is gone. 

Don’t use chemicals that cause a greater 
reaction than the membrane can stand. 

Don’t trust too much treatment to the 
patient, for he has usually less skill than 
the most unskilful physicians. 

Don’t inject substances into the posterior 
urethra when only the anterior is infected. 

Don’t use a hydrostatic (or any other) 
pressure of more than three feet of water. 
The inflamed urethra cannot stand it with- 
out injury. 

Don’t give large doses of gonococcus vac- 
cine in acute or any other gonococcal in- 
fection of the urogenital tract. 

Don’t carry out local treatments to the 
anterior urethra when the posterior urethra 
is acutely inflamed, for their possibilities for 
harm far outweigh the slight good they 
may do. 

Don’t think the bladder cannot be filled 
with three feet of water pressure, for it is 
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generally easier to get the cut-off muscle to 
relax with slight than with great pressure. 
The latter insults it and throws it into 
spasm. 

Don’t forget that posterior urethritis 
means prostatitis, and that too early pros- 
tatic massage means permanent damage to 
the gland and probably abscess formation. 

Don’t forget that unskilful prostatic mas- 
sage, heavy lifting, and sexual excitement 
or indulgence with a full bladder are the 
most common determining factors in epi- 
didymal involvement. 

Don’t fail to gain your patient’s codpera- 
tion. Lack of it will render practically 
useless your most careful treatment. 

Don’t think a clear urine means cure, for 
the gonococcus loves to colonize and lie 
dormant. It can be stirred to activity by 
any type of roughness, and it had better be 
stirred than have some one else infected. 

Don’t forget that the utmost gentleness 
and judgment in the treatment of acute 
gonorrhea will obliterate chronic gonorrhea, 
and that your best ally is an untraumatized 
mucous membrane with good drainage. 


Treatment of Certain Toxic Effects of 
Arsphenamine. 


According to Harrison (British Journal 
of Venereal Diseases) severe vasomotor 
disturbance is best treated with a subcu- 
taneous injection of adrenalin chloride (10 
to 15 minims of 1:1000). 

Cerebral symptoms with epileptiform con- 
vulsions should be treated by lumbar punc- 
ture, drawing off 20 to 30 cc. fluid; bleeding 
to 1 pint, and injection of adrenalin chloride 
(1 cc. of 1:1000 solution diluted with 5 cc. 
physiological saline given slowly into the 
muscles). 

For the relief of erythema more recently 
sodium thiosulphate has been employed in 
doses of 0.6 to 0.9 gramme, given intra- 
venously or intramuscularly every day or 
every alternate day; ampoules containing 
weighed amounts of pure sodium thiosul- 
phate can be obtained from the manufactur- 
ing chemists. Exfoliative dermatitis is 
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encountered very infrequently. It is treated 
as for erythema so long as the bend of the 
elbow is not involved. The patient is care- 
fully nursed in bed. The diet is much the 
same as for cases of typhoid fever, with 
unlimited amounts of bland fluids, as much 
liquid carbohydrate food as the patient will 
take, and restricted proteins, fats, and ex- 
tractives. A recent case has seemed to be 
benefited by cod-liver oil. In exfoliative 
dermatitis the digestive system is disturbed 
by a similar process to that which affects the 
skin, so that it is useless, and even harmful, 
to administer food which is not easily ab- 
sorbed. As for local applications, the dry 
treatment appears to answer best, mainly 
consisting of the application of boric, zinc 
and starch powder. 





Focal Infections in the Alveoli in Hyper- 
thyroid Conditions and Their Con- 


servative Surgical Treatment. 


MILLER (International Journal of Medi- 
cine and Surgery, April, 1926) has observed 
that patients with thyroid dysfunction are 
particularly prone to infections at the 
apices of the teeth, from which it seems 
clear that all hyperthyroid patients should 
have complete roentgenographic examina- 
tion made of the teeth, and areas of radio- 
lucency indicating alveolar absorption or of 
radio-opacity should be subjected to care- 
ful scrutiny. In hyperthyroidism the tend- 
ency is for infections to develop at the root 
apices, which results in alveolar absorption 
of lime salts with consequent radiolucency 
in the roentgenogram. 

Tooth extractions do not mean merely the 
loss of a tooth. The dental arch suffers 
from all absences. Teeth wander and dis- 
orders follow. Possible malocclusion should 
be considered by the surgeon before he or- 
ders a tooth out. Then, too, when the 
tooth of one jaw has no apposing tooth 
in the other jaw it is destined to disease and 
will be lost. It is because of this that con- 


servative surgery of all alveolar infections 
is indicated. Teeth well seated in the alve- 
oli with infected root apices should not be 
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extracted, but they should be subjected to 
the more conservative operation of opening 
the alveolus over the apex of the root, the 
diseased focus should be curetted out and 
the pocket formed allowed to fill with blood 
after it has been sterilized and tightly 
closed. 

To do a resection of a root apex the gum 
is cut through just over the apex. The in- 
cision should parallel the gum margin. The 
gum should be pushed off so as to free the 
bone of all soft parts. A small trephine is 
then used to remove the outer plate of the 
alveolus down to the root apex. When the 
apex is well exposed a sharp curette is 
used to cut out all the diseased tissues down 
to healthy bone. If the disease is extensive 
and, after this cleaning out, the root apex 
projects into a cavity, the projecting por- 
tion of the root is cut off. When the cav- 
ity formed has been well cleaned out, tinc- 
ture of iodine should be used to swab it 
before the overlying soft parts are closed. 
The line of incision in the gum should be 
carefuly closed with iodinized gut—No. 0 
is large enough; the stitches should not be 


THE THERAPEUTIC GAZETTE 





drawn very tight, as this promotes cutting 
and favors infection of the clot which fills 
the cavity formed by the surgeon. 

No effort should be made to cause bleed- 
ing just before the cavity is closed, as has 
been recommended by some dental sur- 
geons. The cavity will fill with plastic 
lymph or a blood-clot, organization will 
occur, with ultimate calcification and anky- 
losis of the tooth in the alveolus, a condi- 
tion somewhat different from that found in 
the normal tooth where the root apex rests 
in a cushion of fibrous tissue. Patients 
should be warned that the tooth operated 
upon, which ‘subsequently becomes anky- 
losed in the alveolus, will not stand the ex- 
treme pressure of biting very hard objects 
as well as will a healthy tooth. 

The operation of root amputation is very 
successful when the surgeon can remove all 
infected tissues. All such operations are 
painlessly performed with novocaine injec- 
tions, the bone being insensitive when the 
periosteum is well infiltrated as well as the 
overlying soft parts before the primary 
incision is made. 





Reviews 


Lecons pE PaTHoLocie Dicestive. 6e Série par 
M. Loeper, professeur agrégé a la Faculté de 
Médecine de Paris, médecin de 1l’Hopital 
Tenon. 1 volume de 274 pages avec 47 figures. 
(Masson et Cie. Editeurs.)....22 fr. 

This little book is a series of essays or 
special chapters on gastrointestinal diseases 
by M. Loeper, well known for his former 
publications in the same field. 

In the present volume the author deals 
especially with diapedesis of the leucocytes 
in gastric ulcer and other gastric diseases. 
A chapter is devoted to a discussion of the 
radiological technique employed in the study 
of the secretory function of the stomach. 
Loeper administers 1 cc. lipiodol in gelatin 
capsules prepared from the following mix- 
ture: 


Gelatin, extra white, 25 grams; 
Glycerin, 10 grams; 

Sugar, 8 grams; 

Water, 45 grams. 

The capsule is swallowed and followed 
along the esophagus with a fluoroscope. The 
patient drinks a small amount of water, 
neither too hot nor too cold, so as not to 
accelerate or retard the melting of the gela- 
tin. In the normal stomach the capsule dis- 
solves in from sixteen to eighteen minutes. 
This represents the following concentration 
of gastric juice: 

Free acid, 07 to 1. 
Combined acid, 0.7 to 1.2. 
Total acidity, 1.9 to 2.1. 

The author has constructed a table of the 

concentrations of the gastric juice based 
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upon the melting point of the capsule. This 
table must be seen in the original. 

Various other subjects are discussed, 
among them gastric syphilis, gastric cancer, 
gastric neuroses, polycythemia and dyspep- 
sia, hematoma of the rectus muscle, cure of 
disease of the liver by decholesterinization, 
use of sodium borate in diseases of the 
stomach, etc. 

The book is of chief interest to the gastro- 
enterologist, to whom it will bring many 
fertile suggestions. D. R. 


CLINIQUE MépDICALE DES ENFANTS. Troubles de 
la Nutrition et de la Croissance, par P. Nobé- 
court, professeur de Clinique médicale des 
Enfants a la Faculté de Médecine de Paris, 
médecin de l’'Hopital des Enfanta malades. 
1 volume de 404 pages avec 104 figures. (Mas- 
son et Cie, Editeurs.).... 36 fr. 

This interesting volume deals especially 
with disturbances of metabolism resulting 
from diseases of the ductless glands. 

The principal subjects considered are con- 
genital myxedema and other thyroid dis- 
turbances, so-called general hypertrophy in 
children, diabetes in children, the use of in- 
sulin, acetonemia apart from _ diabetes, 
chronic articular rheumatism in children, 
and fragilitas ossium. D. R. 


- 


La CystocRAPHIE. By H. Blanc and M. Negro. 
Preface by Dr. George Marion. Masson & Co., 
Paris, France, 1926. 

This beautifully illustrated brochure, cov- 
ering something short of 200 pages, printed 
in large type, on thick glazed paper, demon- 
strates conclusively to the diagnostician the 
value of the radiologic study of the bladder, 
offering, as it does, a means of exploration, 
painless to the patient and in many instances 
more satisfactory in its findings than is the 
cystoscope. 

By cystography the author wishes to be 
understood that he means the radiographic 
study of the bladder which has been filled 
with a liquid opaque to the rays. He applies 
the term pneumocystography to a similar 
study of the bladder filled with air and has 
a small section devoted to this method of 
exploration which he regards as of minor 
import. 
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The particular value of this work is the 
demonstration of the means by which satis- 
factory shadows" of the bladder may be 
obtained not only anteroposteriorly, but 
obliquely and laterally. These means are 
set forth in satisfactory detail, and abundant 
illustrations show how successful the au- 
thors have been in their large clinical work. 
It is in the study of diverticula that this 
type of vesical. exploration seems particu- 
larly serviceable. 

There is an opening chapter upon urolog- 
ical technique in general. Substances opaque 
to the #-ray which have been used for in- 
jection are mentioned and the reasons for 
or against their employment given. The 
authors advocate the bromide of sodium, 
using always a solution of more than 10 per 
cent, but prefer above all other preparations 
collargol in 10- to 15-per-cent solution. The 
objections urged against it are that it is ex- 
pensive and stains all surfaces with which 
it comes in contact. 

Illustrations and descriptions are given 
first of the results of cystography of the 
normal bladder taken from in front obliquely 
and from the side. Thereafter follow pic- 
tures of the abnormal bladder. 

The authors have proven beyond contro- 
versy the value of cystography in diagnosing 
obscure vesical conditions. 


PRECIS DE RADIOTHERAPIE PRoFONDE. By Dr. Iser 

Solomon. Preface by Dr. A. Beclere. Masson 

& Company, Paris, France, 1926. ‘ 

In this book Solomon, on the basis of a 
huge clinic, of a mathematical and physical 
knowledge, of long-continued laboratory 
work, and of an unbounded enthusiasm, 
writes of a method by which radiotherapy 
may be applied to the deeper parts and all 
the hoped-for results may be achieved 
thereby. 

The reception accorded his manual by 
those specializing in radiotherapy has en- 
couraged him to issue this larger book, in 
which he sets forth comprehensively and in 
minute detail the progress of this branch 
of therapeutics, the modern instruments by 
which it has been rendered safe definitely 
formulated and standardized, the dangers 
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and the methods of avoiding them, and the 
results thus far achieved. 

Until the technique of visceral radiation 
was improved, if not perfected, treatment 
of the hypophysis through the frontotem- 
poral region implied that the skin absorbed 
twenty times the impact received by the 
hypophysis. At the present day absorption 
of the two regions is about half and half. 
This is used as an illustration of the advance 
made by Beclere, who in his excellent and 
appreciative preface states that even though 
the skin may be protected by guarding it 
against those rays which it absorbs the pene- 
‘ trating rays may cause necrosis of the 
deeper parts with evil consequences incident 
thereto. — 

The present study, a clinical one, has to 
do with the estimation of the relative re- 
sistance of normal and pathological cells to 
ray bombardment. This portion of the 
book is devoted to radiotherapeutic tech- 
nique. The nature of the rays and their 
production, and their physical, chemical and 
biological properties, are set forth. The 
instruments for qualitative and quantitative 
measurements are minutely described. 
Thereafter follow illustrations and descrip- 
tions of the apparatus employed, the meth- 
ods of application, and means of protection. 

Deep radiotherapy is based biologically 
on the different radio sensibility of various 
tissues. The longer wave rays are absorbed 
rapidly, hence for deep penetration the 
short waves must be used. The questions 
bearing on the intensity of application, the 
length of time, the intervals between appli- 
cation, all must be settled by extensive clin- 
ical experience. Knowledge on these points 
is increasing day by day. It is rendered 
available to workers by unit measurements 
such as are set forth in this book. The au- 
thor gives dosages based on experience of 
his own and that of others. 
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A certain part of the book is devoted to 
clinical radiotherapy. The first chapter 
deals with radiotherapy of malignant tu- 
mors. Thereafter follow considerations of 
tuberculous affections. Affections of the 
nervous system are next discussed, under 
which general heading is mentioned Dupuy- 
tren’s contracture of the palmar fascia. The 
author states that he has treated five of 
these cases with satisfactory results. In 
one instance the cure was complete. In all 
instances there was a betterment or an 
arrest. The excellent results obtained in 
the treatment of uterine fibromata are pre- 
sented in full. There is a chapter devoted 
to affections of the hematopoietic organs. 
It is acknowledged that the treatment of 
pernicious anemia has yielded no satisfac- 
tory results. There is a chapter devoted to 
ray treatment of the glands of internal 
secretion. 

Sielmann is quoted to the effect that of 
500 cases of Basedow’s disease thus treated 
50 per cent were completely cured and 44 
per cent were bettered; 13 not improved 
were submitted to surgical operation. 

Marum is quoted to the effect that of 40 
cases of bronchial asthma treated, 13 were 
cured and 11 were greatly bettered. A case 
of marked hypertrophy of the breasts 
treated with great betterment by the rays is 
reported. 

For the technician this book with its de- 
scription of the modern apparatus for the 
production, control, measurement and 
standardization of s-ray treatment will 
prove of major value. To the clinician it 
should be useful in pointing out those affec- 
tions which are in the main or at times 
amenable to radiation. Throughout it bears 
the impress, rare enough in medical writ- 
ings, of the clinician thoroughly grounded 
in the closely related sciences of physics 
and biochemistry. 


sae 











